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PANDEMIC FLU: CLOSING THE GAPS 


WEDNESDAY, JUNE 3, 2009 

U.S. Senate, 

Ad Hoc Subcommittee on State, Local, and 
Private Sector Preparedness and Integration, 

OF THE Committee on Homeland Security 
AND Governmental Affairs, 

Washington, DC. 

The Subcommittee met, pursuant to notice, at 2:05 p.m., in room 
SD-342, Dirksen Senate Office Building, Hon. Mark L. Pryor, 
Chairman of the Subcommittee, presiding. 

Present: Senator Pryor. 

OPENING STATEMENT OF SENATOR PRYOR 

Senator Pryor. I will go ahead and call our meeting to order. I 
want to thank everyone for being here today. This is the Sub- 
committee on State, Local, and Private Sector Preparedness and 
Integration and it is time for us to update our efforts on pandemic 
influenza. 

The Centers for Disease Control (CDC) has described pandemic 
flu as both inevitable and as one of the biggest threats to public 
health in the Nation. In October 2007, I chaired a hearing entitled, 
“Pandemic Influenza: State and Local Efforts to Prepare.” At that 
hearing, HHS, DHS, and State and local health officials testified. 
The witnesses cited efforts underway that included national strate- 
gies, plans, and exercises. Now less than 2 years later, we are faced 
with the reality of a pandemic threat. 

In late March and early April 2009, the first cases of a new flu 
virus, the HlNl, were reported in Southern California and San An- 
tonio, Texas. So far, the CDC has confirmed 10,053 cases in 50 
States and in the District of Columbia. This includes seven cases 
in my home State of Arkansas according to the CDC. The CDC re- 
ports that most of the influenza viruses being detected now in the 
United States are of the strain. Further, CDC’s Dr. Anne Schuchat 
has said this will be a marathon and not a sprint, and even if this 
outbreak is a small one, we can anticipate that we may have a sub- 
sequent or follow-up outbreak several months later and we need to 
stay ready. 

One of the things we have talked about in this Subcommittee be- 
fore is hurricane preparedness. Years ago, there was an exercise 
authorized and then for whatever reason, the money wasn’t avail- 
able to conduct the Hurricane Pam exercise, which was almost 
identical to the scenario we saw when Hurricane Katrina struck. 

( 1 ) 
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We find ourselves today in somewhat of a similar situation in 
that we have had this flu scare already this spring and now it 
looks like, if flu behaves like it normally does, we will have a few 
months where it won’t be that active, and then I hope I am wrong, 
but it looks like it may come back in the fall. We just need to make 
sure that we are ready, that we are doing everything that we can 
do, and that the State, local, and private sector are working to- 
gether on this. 

So what I would like to do is introduce the panel and ask each 
of you to make a 5-minute statement. We may be joined by some 
other Senators. I know Senator Ensign has been trying to change 
his schedule to get here. We will keep the record open after the 
conclusion of the hearing for a couple of weeks and let Senators 
submit questions, and if there are follow-ups that we need to work 
with you on, we will do that. 

Let me introduce the panel. First, we have Bernice Steinhardt. 
She is Director of the Government Accountability Office’s Govern- 
mentwide Management Issues. She has led the preparation of 11 
GAO reports, the most recent, “Sustaining Focus on the Nation’s 
Planning and Preparedness Efforts.” It synthesizes 23 rec- 
ommendations that we should be working on now. Ten of them 
have yet to be acted on. 

Our second panelist will be John Thomasian. He is the Director 
of the National Governors Association’s Center for Best Practices. 

Next, we will have Dr. Paul Jarris. Dr. Jarris is the Executive 
Director of the Association of State and Territorial Health Officials 
(ASTHO). 

Finally, we will have Dr. Ostroff. Dr. Ostroff is the Acting Physi- 
cian General and Director of the Bureau of Epidemiology for the 
Pennsylvania Department of Health. 

What I would like to do is open it up, 5 minutes each, and then 
we will ask questions. Go ahead. 

TESTIMONY OF BERNICE STEINHARDT, i DIRECTOR, STRA- 
TEGIC ISSUES, U.S. GOVERNMENT ACCOUNTABILITY OFFICE 

Ms. Steinhardt. Thank you very much. Senator Pryor. I really 
appreciate the chance to be here today. I wanted to talk to you 
about the report that you mentioned a moment ago that we issued 
this past February which synthesized the results of close to a dozen 
reports that we have issued since 2006. In that February report, 
we pointed out that despite the economic crisis and other national 
priorities that had become top priorities for the country, a pan- 
demic influenza is still a very real threat and requires continued 
leadership attention. When the HlNl virus emerged 2 months 
later, that warning was dramatically underscored. 

Before I go into the findings of our reports, I want first just to 
acknowledge the important progress that we have made in the last 
few years. In addition to the National Pandemic Strategy and Im- 
plementation Plan that was developed by the Federal Government, 
all 50 States and the District of Columbia now have pandemic 
plans, as do many local governments and private companies, and 
we have clearly benefited from all of this planning. 


^The prepared statement of Ms. Steinhardt appears in the Appendix on page 24. 
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But that said, there are still some significant gaps in our plan- 
ning and preparedness. For one thing, the leadership roles in a 
pandemic, the “Who is in charge?” question, have not been clearly 
worked out and tested. Under the National Pandemic Plan, the 
Secretaries of Health and Human Services and the Secretary of 
Homeland Security are supposed to share leadership responsibil- 
ities along with a system of Federal Coordinating Officials and also 
Principal Federal Officials and the FEMA Administrator. And all 
of these positions may be vital in a pandemic, but how they will 
work together has not been tested yet. 

So in 2007, we recommended that HHS and DHS work together 
to develop and conduct national tests and exercises, and the De- 
partments agreed with our recommendation, but since that time, 
there still has not been a national exercise for this purpose. Now 
that we have new people filling some of these leadership positions, 
the need to clarify these relationships in practice is only height- 
ened. 

Beyond the lack of clarity on leadership roles, the National Strat- 
egy and Plan have a number of other missing pieces, and I will 
mention just a couple. First of all, key stakeholders, like State and 
local and tribal governments, were not directly involved in devel- 
oping the plan, even though the plan relies on them in a number 
of instances to carry out some key elements of the plan. 

Second, there were no mechanisms described in the plan for up- 
dating the plan and reporting on its process, and this issue of up- 
dating the plan is particularly timely since this is a 3-year plan 
and it was developed in May 2006. 

To fill these gaps, we recommended that the Homeland Security 
Council establish a process for updating the plan that would, first 
of all, involve key stakeholders and incorporate lessons learned 
from exercises and other sources. We made that recommendation 
in 2007, but the Homeland Security Council didn’t comment on it, 
nor did they indicate whether they would act on it. But I would say 
that it is especially pertinent today as we try to learn from the ex- 
periences of the HlNl outbreak. 

As we go forward, it is also essential for the Federal Government 
to share its expertise and coordinate its decisions with other levels 
of government and the private sector. A number of mechanisms 
were developed for these purposes, but they could be used even 
more, and I will mention one example. 

In a 2008 report that we did on State and local pandemic plan- 
ning, we pointed out that an HHS-led assessment of State plans 
found many major gaps in 16 of 22 priority areas that included 
policies related to school closures and community containment. At 
that same time, a number of the State and local officials that we 
were talking to told us that they would welcome additional guid- 
ance from the Federal Government in these same areas, and I 
know the National Governors Association found many of the same 
kinds of issues. 

DHS and HHS at that time had earlier convened a series of re- 
gional workshops with State officials to help them with their plan- 
ning efforts and we thought that the two Departments could use 
additional workshops to help States address the gaps in their pan- 
demic plans. The two Departments, HHS and I)HS, agreed with 
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our recommendation, but they haven’t held any additional meet- 
ings since then. 

In closing, I just want to point out that it’s important to bear in 
mind that while the current HlNl outbreaks seem to have been 
relatively mild, the virus could return, as you pointed out. Senator. 
It could return in a second wave this fall or winter in a more viru- 
lent form. So given this risk, the Administration and Federal agen- 
cies should be turning their attention to filling some of the gaps 
that our work has pointed out, while time is still on our side. 

Thanks very much. 

Senator Pryor. Thank you. Mr. Thomasian. 

TESTIMONY OF JOHN THOMASIAN/ DIRECTOR, NATIONAL 

GOVERNORS ASSOCIATION CENTER FOR BEST PRACTICES 

Mr. Thomasian. Thank you, Mr. Chairman. As you pointed out, 
my name is John Thomasian and I direct the National Governors 
Association Center for Best Practices and I appreciate the oppor- 
tunity to testify before you today on pandemic influenza and how 
we can close potential gaps in our capacity to respond. My com- 
ments today are based on the work we have done over the past sev- 
eral years with the States on pandemic planning that began in 

2006 with a Governor’s Guide. It included training workshops, nine 
regional training workshops for all 50 States and four territories in 

2007 and 2008, and our work continues today as we assist the Gov- 
ernors’ Homeland Security Advisors in responding to the recent 
outbreak. 

I am going to focus on five key areas very quickly: Information 
sharing, interagency coordination, school closings, continuity of 
government and coordination with the private sector, and commu- 
nication with the public. Each of these were identified as problems 
in our previous work and I will discuss how each of them were han- 
dled in the current outbreak. 

Information sharing — information sharing during the recent flu 
event demonstrated that systems worked much better than we an- 
ticipated. The flow of information between the Federal Government 
and the States was nearly constant during the initial weeks of the 
outbreak and case counts were updated daily. Morbidity and mor- 
tality figures were readily available. And the Federal Government 
did a good job pushing information down to State and local govern- 
ment. 

That being said, there is room for improvement. Both CDC and 
DHS began to hold independent daily briefings for State officials in 
the early weeks. These briefings often contained the same informa- 
tion and often contained the same Federal officials. But States 
were never sure if all the information was new, so they put time 
aside for all the briefings. As a result. State officials spent several 
hours each day monitoring conference calls instead of response ac- 
tivities. In the future, DHS and CDC should hold a single daily 
briefing with States on all essential information. 

Interagency coordination — when we held our workshops in 2007 
and 2008, many State teams were meeting for the first time. They 
were not clear on their own responsibilities, much less those of 


^The prepared statement of Mr. Thomasian appears in the Appendix on page 48. 
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their Federal counterparts. Three years later, with additional plan- 
ning and exercises, the situation has improved. I think the Centers 
for Disease Control and Department of Homeland Security worked 
well together during the recent outbreak and provided a relatively 
seamless portal to Federal resources and technical assistance. At 
the State level, homeland security agencies began coordinating im- 
mediately with their health departments and many States enacted 
emergency declarations and other orders to begin mobilizing broad- 
er State resources, if needed. 

Looking ahead, we must recognize that good interagency coordi- 
nation deteriorates without practice. To maintain performance. 
States must be given encouragement and resources to conduct pre- 
paredness exercises with multiple agencies and levels of govern- 
ment. This is a capacity that will go away over time. 

School closures — school closure policy was a topic of intense dis- 
cussion at each of our national workshops with little consistency in 
approach. It was not a surprise, therefore, when the recent out- 
break led to a patchwork of school closure decisions. One issue was 
that the Centers for Disease Control’s written guidance suggested 
that closures should be based on laboratory-confirmed cases, while 
public comments by some Federal officials suggested decisions 
should be based on suspected or probable cases or even when stu- 
dents had a family member with the disease. 

Also missing was advice to parents and students on actions to be 
taken outside of the classroom to limit the spread of the disease. 
In many cases, dismissed students simply recongregated at shop- 
ping malls or other venues to share potential infections. More pre- 
cise advice will be needed from CDC in the future to help States 
and districts implement a more consistent approach to school clo- 
sure. Guidance should also address prevention actions beyond 
school grounds. 

Continuity of government and coordination with the private sec- 
tor on critical services — in our workshops, we asked States to envi- 
sion a rate of absenteeism that could approach 40 percent. To cope 
with this possibility. States needed to develop detailed continuity 
of government plans and work with the private sector to ensure the 
availability of critical goods and services. This mild outbreak sim- 
ply did not test these contingencies. They remain among the un- 
knowns of our preparedness and should be revisited tefore we 
enter the next flu season. 

Finally, communication with the public. In the recent outbreak, 
government and the media did a good job informing the public on 
the spread of the disease and what individuals should do to avoid 
infection. However, the Federal Government did not adequately ex- 
plain the type of response options they had at their disposal, what 
was being considered or rejected, and why. This led to a great deal 
of confusion in the early stages regarding what might happen next. 
To address this gap, the public must be given information on the 
appropriateness and implications of specific actions, such as quar- 
antine, social distancing, travel bans, school closings, and the use 
of personal protective equipment. 

In conclusion, the spring outbreak has so far resulted in less 
than 9,000 confirmed cases nationwide. In contrast, we must re- 
member that a severe pandemic would produce tens of millions of 
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infections. Before the onset of the next influenza season, we should 
take the time to address the weaknesses this initial outbreak ex- 
posed. We should clarify the guidance on school closures to ensure 
consistency. Information exchange should be improved so that re- 
sponders can allocate their time more efficiently. The public must 
be educated on the benefits and costs of mitigation strategies. And 
States should be encouraged and supported to conduct periodic 
pandemic exercises with Federal agencies, local governments, and 
the private sector. 

Thank you, Mr. Chairman. I am pleased to answer any questions 
later. 

Senator Pryor. Thank you. Dr. Jarris. 

TESTIMONY OF PAUL E. JARRIS, M.D., MBA,i EXECUTIVE DI- 
RECTOR, ASSOCIATION OF STATE AND TERRITORIAL 

HEALTH OFFICIALS 

Dr. Jarris. Mr. Chairman, thank you for the opportunity to 
speak. I would like to make a couple of points that have not been 
made before. 

One is that this is not over. We still have an outbreak and an 
epidemic going on in this country. Just over the last day, the cases 
have increased to 11,000, which is a tremendous undercount, and 
your State of Arkansas is now nine rather than seven. You have 
been relatively spared, but other States have been hit much hard- 
er, including New York and currently Massachusetts has a dra- 
matic outbreak ongoing. So this has never gone away. It is really 
not a matter of if it comes back in the fall. It hasn’t left yet. The 
question will be, when it comes back in the fall, will it have evolved 
to a more severe pandemic or epidemic than the epidemic we are 
having right now? 

Furthermore, it is not just another seasonal flu, as we hear peo- 
ple saying. This is not the time of year you have a flu outbreak. 
That is one of the ways we search for new viruses and find them. 

Second, this is primarily young people being affected. The aver- 
age age of individuals being affected is between 11 and 19 years 
old. The average age of someone in the intensive care unit is 23 
years old. And the average death rate is in the 40s. That is not sea- 
sonal influenza, which largely affects the elderly and otherwise 
people with immune compromise. So this is a novel virus, and what 
we have to understand is we do not know how this is going to be- 
have. 

In 1918 at this time, it was behaving very similar to this. Now, 
whether or not it will come back as severe a category four or five 
in the fall, we simply don’t know. But the prudent thing is to plan 
for a range of an outbreak consistent with what we have now all 
the way to a severe pandemic worldwide. The World Health Orga- 
nization is right now considering whether to raise it to a pandemic 
level six, but frankly, that is not that important to this country be- 
cause we already have an epidemic ongoing. Pandemic just means 
the epidemic has spread around the world. We have it already. 

The response to date, I believe, has been a good response. The 
Federal Government, State government, and local governments 


^The prepared statement of Dr. Jarris appears in the Appendix on page 62. 
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have acted in concert with each other and as a National Govern- 
ment response. Harvard did a study which showed 80 percent of 
Americans were satisfied with the response. Eighty-eight percent 
were satisfied with the information they were getting. That was 
the result not only of the Federal Government giving us guidance, 
but the State public health officials and homeland security officials 
going back to the Federal Government to say, here is what is hap- 
pening on the ground and giving them situational awareness. 

We also have learned that there is much to be done with our 
planning. There were many assumptions made which proved not to 
be true. There were many planning plans that were made which 
were not nearly granular enough. So now that we are in a re- 
sponse, much more so than just a drill, we have learned about the 
shortcomings in our planning and what has to be happening. We 
have now a window of 12 to 16 weeks before this thing would esca- 
late, as the 1918 virus did, before the return of the seasonal influ- 
enza, which will come on top of this current influenza outbreak. 

The reason I say it is not scalable, there has been about a 25 per- 
cent cut in State and local emergency preparedness funding over 
the last several years. We have had about a 20 to 25 percent cut 
in hospital preparedness funding. And the single appropriation of 
pandemic influenza funding in 2006 was completely spent by Au- 
gust 2008. There is no money from the Federal Government to 
state and local government, public health, to respond and plan for 
the fall and we simply have no alternative. So we must take advan- 
tage of this window of opportunity now to protect the American 
people. 

And let me give you the orders of magnitude here because frank- 
ly, I think we are all having a little bit of sticker shock when we 
think about what it will take to respond and protect the American 
people. For one, we are asking for $350 million, another bolus, if 
you will, of planning money to carry the State and local govern- 
ments not only through the response right now, but to plan and 
work on transitioning from planning to implementation for the fall. 

But importantly, there has been much talked about vaccine, the 
single most effective thing we can do to protect our population. Our 
plans call for protecting the entire U.S. population. That is 300 mil- 
lion people. We do believe that it will be two doses per person. By 
the time we know different, it is too late to produce the extra doses. 
So if conservatively that is $5 per dose, we are talking about $6 
billion just to buy the vaccine. 

Now, vaccine isn’t a good luck charm. It has to be given to peo- 
ple. We can give you the numbers and the information, but con- 
servatively, it is $15 a dose to provide vaccine under the govern- 
ment-run program. That is less than the private sector. But much 
of the workforce giving this will be private sector. So we are talking 
about $15 billion to give those 600 million doses. So just there 
alone, we are in the $14 to $15 billion range. So we really have to 
come to grips very rapidly with how serious are we as a Nation in 
protecting the people of the United States and will we make those 
resources available now or will we stare the American people in the 
eye come the fall and say, when we had an opportunity, we didn’t 
do it. Thank you, sir. 

Senator Pryor. Thank you. Dr. Ostroff. 
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TESTIMONY OF STEPHEN OSTROFF, M.D.,i DIRECTOR, BUREAU 

OF EPIDEMIOLOGY AND ACTING PHYSICIAN GENERAL, 

PENNSYLVANIA DEPARTMENT OF HEALTH 

Dr. OSTROFF. Thank you, Senator. Influenza is unquestionably 
one of the most unpredictable public health issues we face. Just 
when you think you understand what is going on, it always throws 
you a curve ball. 

For several years, we have been focused on the emerging threat 
of bird flu in Asia, and rightly so. It is highly lethal, it has continu- 
ously circulated for 6 years, and it has devastating consequences 
for agriculture. Most of our planning assumptions have been based 
on a scenario that a pandemic would start in Asia, that it would 
be noticed there, and that we could delay its introduction and 
spread. 

And then out of nowhere, a new virus lands right on our door- 
step, isn’t noticed until it is already here, and renders many of our 
planning assumptions irrelevant. Fortunately, so far, its public 
health impact as measured by illness and death has been modest, 
but its overall impact has been anything but. It has caused tremen- 
dous disruption to individuals, families, schools, and communities, 
and we don’t know what the future holds for this virus. 

Like the other States, we in Pennsylvania immediately ramped 
up our disease monitoring and response as soon as we learned of 
this new flu strain. Over the last 2 months, despite the fact that 
we have not had that many cases in Pennsylvania, it has been 
enormously labor intensive and challenging to address the myriad 
of issues that it presents. 

We have established a State-wide task force that includes our 
public health and emergency response partners. We have partly ac- 
tivated our emergency operations center. And we set up an internal 
health department task force. We have reached out to the edu- 
cation and agriculture sectors, migrant centers, medical societies, 
the rich array of academic centers in our State, the pharmaceutical 
sector, and the State’s major vaccine manufacturer. And most im- 
portantly, we have closely integrated our work with that of our net- 
work of district and local health departments who form our front- 
line eyes and ears through daily group phone calls to discuss cases 
and disease clusters. 

We have greatly relied upon the excellent work done by the CDC, 
including their guidelines, lab support, the pharmaceutical stock- 
pile, and their technical back-up. We in the States have had an on- 
going dialogue with CDC about all aspects of this event, and some- 
times we have disagreed, like in the school closure area. But CDC 
has been very willing to listen and change course when appro- 
priate. 

Some aspects of our response have gone quite well. These include 
risk communications, disease monitoring and investigation, and ap- 
plying control measures to limit disease spread. Other areas have 
been more challenging, especially lab support, where backlogs 
quickly developed when specimens had to go to CDC. 

We in Pennsylvania continue to individually count, investigate, 
and respond to each identified case of illness due to this new virus. 


^The prepared statement of Dr. Ostroff appears in the Appendix on page 69. 
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With less than 300 cases, even this has heen very resource inten- 
sive and has strained our disease investigators and our laboratory. 
Like most States, we have been impacted by the economic situa- 
tion. We have hiring freezes in place and our bench strength is not 
very deep at all. 

Because in general we don’t count individual cases of seasonal in- 
fluenza, many of the most heavily impacted States are now no 
longer doing it for this new flu strain, either. Instead, they only 
count severe cases and those in special circumstances, like health 
care workers and pregnant women. This makes the national num- 
bers that you are hearing now being reported very tough to inter- 
pret, since States are counting cases differently. 

In Pennsylvania, because many parts of the State have still been 
minimally affected by this virus, we think it is important to under- 
stand where the virus is, how it is spreading, and who it is affect- 
ing, so we will continue to count until it is no longer feasible for 
us to do so. 

So far, many aspects of our preparedness efforts have not been 
engaged. As examples, we have not dipped into our pharmaceutical 
stockpile. We have not mass distributed vaccines or antivirals. We 
have not handled large numbers of sick or dying people. And we 
have not implemented full community mitigation efforts, and hope- 
fully we won’t have to do so. But it is important to be prepared in 
case we need to. 

So we in Pennsylvania have just initiated a process to review our 
efforts to date and see what has gone well and where we need to 
improve. We are also embarking on a planning effort to prepare for 
what the virus has in store for us in the coming months. This in- 
cludes doing better monitoring, planning for distribution and ad- 
ministration of stockpile material and vaccines, and dealing with 
health care surge needs. 

The flu is just one of a long line of emerging infectious disease 
threats. Others include SARS, MRSA, West Nile, foodborne out- 
breaks, and vaccine-preventable diseases. All of these highlight the 
need for a robust and a well-trained public health workforce and 
for flexible resources that allow us to best apply the resources that 
we have where they are needed. 

At the State and local level, the same people address all these 
problems in the field and in the lab. While our preparedness re- 
sources have helped, they do not cover nearly all of our needs and 
our resources for emerging infections have dwindled in recent 
years. Despite these problems, all of us are firmly committed to 
continue to address this new flu virus while continuing to confront 
the other public health threats that we face. 

I will be happy to answer any questions. 

Senator Pryor. Thank you. 

Let me start with you, Ms. Steinhardt. In your GAO report, you 
have several criticisms of the state of affairs right now. One of 
those is that the roles are not very clear between State, Federal, 
local, and who makes the decisions on certain things. What would 
you recommend that State and local officials do to clarify their 
roles? 

Ms. Steinhardt. Well, the important thing, and this is the les- 
son that we learned, I think, most vividly from Hurricane Katrina, 
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the important thing is to test and exercise. It has often been said 
that you don’t make friends in the middle of a disaster. People 
need to know each other and figure out how they are going to work 
together in advance of a true emergency, and that is what needs 
to happen here, as well. 

Senator Pryor. OK. I notice that the GAO, the NGA, and the 
ASTHO have reports that say that you need more guidance in 
school closures, you mentioned, and several other areas, like pri- 
vate sector workforce, situational awareness, etc. Do you think the 
Federal Government could distribute policies on these issues by 
this fall or is it too late for this year? 

Ms. Steinhardt. I would hope that the Federal Government 
could do that. As my fellow panelists have said, there is a lot that 
we are still learning about this virus. But certainly there is more — 
some of those lessons learned can and should be shared with States 
and local governments, as well. 

Senator Pryor. Mr. Thomasian, in your experience in terms of 
defining roles and some of the gaps that Ms. Steinhardt has identi- 
fied, how has the Federal Government been to work with? 

Mr. Thomasian. In the past Administration, I would say the lead 
agency was clearly HHS. Secretary Leavitt took it on himself. 
Under his watch, he was going to try to avoid not having these 
roles defined. So I think we got one strong but one siloed lens look- 
ing at that. 

Senator Pryor. He wanted to not define the roles? 

Mr. Thomasian. No, he did want to define the roles, but since 
he represented a single agency, he had certain boundaries. 

Senator Pryor. I see. 

Mr. Thomasian. So I think we got halfway there. I think we still 
have a ways to go. I was pleased to see that the Department of 
Homeland Security worked well together with HHS during this ini- 
tial crisis. Again, we have not been fully tested, so all the roles 
have not been fully defined or explored and the tensions have not 
been exposed to a large degree. But it was an initial good first step. 

So I do believe they have tried to do a good job and I will reit- 
erate my panelist assertion that the best way to define a role is to 
initially put some aspects down on paper, but you have to exercise. 
You have to test it. Relationships need to be built. 

Senator Pryor. OK. Let me follow up on that. When the Na- 
tional Response Framework and the National Pandemic Implemen- 
tation Plan were being put together, there was a lot of criticism 
that the Federal Government did not work with and talk to the 
State and local governments effectively. Now they have been work- 
ing on the First Responder Health Surge Capacity Action Directive. 
Have they been working with the States and with the local folks 
as they are putting that together? 

Mr. Thomasian. They are. We work very closely, I should say, 
with the Governors’ Homeland Security Advisors. In fact, we have 
formed an association within our association called the Governors’ 
Homeland Security Advisors Council, and it is our understanding 
they are working together with them. Again, though, it does take 
a while for all this to trickle down through the States. This has 
been a constant refrain from the Governors’ Homeland Security 
community, that the Federal Government needs to fully advise and 
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work through issues with the States. I believe we are on the right 
path. It is too early to tell that it is taking place in all cases, 
though. 

Senator Pryor. Dr. Jarris, did you have any comments on that? 

Dr. Jarris. Yes. I think it is worth questioning the model. The 
model that the Federal Government will sequester itself and de- 
velop ^idance for the Nation is a model that doesn’t work well. 
There is a certain amount of expertise, whether it is scientific or 
law enforcement, in the Federal Government. But actually, the peo- 
ple who implement this guidance are at the State and local levels, 
and what we fail to appreciate is the expertise in implementation. 
So a model that will work much better is if Federal, State, and 
local all work jointly on guidance. Right now, what we do is we 
play ping-pong. The Federal Government comes out with some- 
thing, lobs it over the table. We say it doesn’t work. We lob it back. 
We don’t have time for that in 14 to 16 weeks. 

What worked well in this response to date is that we really were 
working together, information flowing up and down, modifying 
what each other was doing. Now we seem once again to be flipping 
back into the old model of the Federal Government will come up 
with guidance for the fall. It simply won’t work. 

For example, school closure. That is primarily a public and polit- 
ical decision to close schools. It is not fundamentally a science- 
based decision. So what we need to do is to work with the mayors, 
the governors, and those who make the school closures, and the 
health officials who will make recommendations to them, to truly 
understand all the issues there so we can do, if you will, a cost- 
benefit analysis. There is no way that the Federal Government 
guidance can come out without true involvement of the local and 
State officials making these decisions and have it work. 

Senator Pryor. So are you recommending that we get some sort 
of summit together? 

Dr. Jarris. Well, a summit would be helpful, but an ongoing 
working relationship would be far more helpful. 

Senator Pryor. And does that not exist right now? 

Dr. Jarris. The tendency is for Federal Government to develop 
guidance. There may be input sought, but then it goes back into 
a sequestered environment and the guidance comes out. And I 
think it is much more efficient, actually, if we could sit down as 
Federal, State, and local and jointly work on guidance. 

Senator Pryor. OK. This is a little bit of a follow-up to some- 
thing I think you said in your opening statement. There are a lot 
of assumptions about the flu and the HlNl did not really follow 
those assumptions. 

Dr. Jarris. Yes. 

Senator Pryor. It didn’t start in Asia. It didn’t go from a bird 
population to human population. What do you recommend, or how 
do you recommend that we build in flexibility to all this planning 
so that if a different scenario presents itself, like HlNl has so far, 
it doesn’t really follow the textbook example, how do you build in 
the flexibility? 

Dr. Jarris. Yes. I think with a novel virus, it is a mistake to as- 
sume there is a textbook. They all operate differently. So really 
what we need is to have much more robust planning. It is not just 
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a matter of scientifically planning for it. We need to have modelers 
in there. We need to have systems engineers come in and figure out 
what is going to happen. So, for example, we should plan for a best 
case, a worst case, and a most likely case scenario and hope that 
covers the bases. Of course, something out of the blue will happen. 

But, for example, if we look at the vaccination campaign for the 
fall, we will have an initial bolus of vaccine coming out probably 
sometime around October, but we don’t know how fast it is going 
to grow. That vaccine will come out with an initial bolus. We don’t 
know how much that will be. It will then come out with weekly 
numbers, so a certain amount per week. We don’t know how much 
that will be. That will be distributed on a per capita basis to the 
country and we have to go down a priority list, which incidentally 
the priority list we have is for H5N1, not HlNl. 

So you see how many unknowns there are here. What will the 
adjutant do? We haven’t gone through the safety studies yet. We 
actually don’t know if it is one dose or two doses. So there are so 
many complexities here and we will not know ahead of time 
enough information to make the decisions. So at the outset, we 
have to come up with operational assumptions and plan around 
those assumptions with different scenarios. 

Senator Pryor. And you had mentioned the costs of providing a 
vaccine to every American. What is your overall estimated cost on 
that? 

Dr. Jarris. Well, we don’t quite know again, what the vaccine is 
going to cost. It hasn’t been developed yet. We don’t know the cost 
of the adjutants that may be in it. So probably between $5 and $10 
a dose, $10 is what it normally costs for regular seasonal flu. And 
we assume 600 million doses, so we are talking somewhere in the 
$6 billion range. It could be more, could be less. 

But then we actually have to give the vaccine, and we estimated 
this a number of ways. We had dozens of States and local health 
departments who did a cost basis for them to give a vaccine. Medi- 
care pays $18 to $20. Medicare pays costs. We checked with Vis- 
iting Nurse Associations. We checked with private sector. So the 
ranges are anywhere from about $12 to $30. We picked $15, which 
we think is a reasonable dose. So $15 times 600 million, we are 
talking about another $9 billion. 

Senator Pryor. And how does that square with your thoughts on 
planning, though, because at some point, you have got to pull the 
trigger on the vaccine, about whether you are going to go with this 
particular vaccine or not. And if the strain changes, like down in 
the Southern Hemisphere it could be a different strain this fall or 
whatever the case may be. So when is that point where you have 
to pull that trigger? 

Dr. Jarris. There is seed stock developed now, it is my under- 
standing — and I am not Dr. Fauci — that the variation has not been 
tremendous around the world yet. So we think we will have a vac- 
cine that will probably cover all the options unless there is a major 
mutation. So that seed stock will then have to go into production. 
At the same time, we need 2 to 3 months to do the scientific testing 
for safety, for response, for dosage, and things like that. 

So we will have to make a decision soon to purchase — we have 
already put a purchase order in for this country — not only because 
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we need the lead time to develop the vaccine, but because other 
countries are already in line, Great Britain, France, things like 
that. So in order to put our place in line, we are going to have to 
make a purchase decision very soon. 

Now, it is one decision to purchase. That, we will have to do 
early. It is another decision to give it. We are going to have to look 
in the fall, based on the safety studies, to say, OK, given what we 
know, we have this vaccine. Should we actually give it to people? 
And I think we have to carefully consider that, because all vaccine 
has side effects and we will have to weigh the severity of the ill- 
ness in the fall versus potential side effects of the vaccine. So that 
is a later decision, I would guess, that is going to be made probably 
in the August to September time frame. 

Senator Pryor. Mr. Thomasian, let me ask you a follow-up to 
what Dr. Jarris was talking about. We have talked about a lot of 
different scenarios about administering a vaccine and how to dis- 
tribute it around the country, around the various States. From 
your standpoint, how should that be done? Should you let the var- 
ious States make that decision on how it is distributed, or should 
there be one national policy that the States just follow? 

Mr. Thomasian. Well, the way it is currently laid out is the 
States have prepared plans on how they would distribute vaccines 
and antivirals and they have priority lists that match up to a good 
extent to the Federal senses of priority. So I don’t think there is 
a huge variation out there. So I would say, let the States admin- 
ister it with a joint discussion between the Federal Government 
and the States on the type of priorities. 

I am saying that because I am assuming, and I think it is safe 
to assume, that we would not have vaccines for everybody, so we 
would have to be focusing on the essential service individuals and 
the most vulnerable populations. Otherwise, I think we can prob- 
ably go to the open market distribution of the vaccines. 

Senator Pryor. Dr. Ostroff, do you have any thoughts on that? 

Dr. Ostroff. Specifically about the vaccine? There is obviously 
a lot of unknowns, I think, as Dr. Jarris pointed out. 

Senator Pryor. And let me just interrupt there. It seems to me 
that you can do a lot of planning and you can be prepared in some 
ways, but because the vaccine needs so much lead time, that is sort 
of a separate question that just makes it hard to figure out what 
the best way to go is, but go ahead. 

Dr. Ostroff. Well, I think a couple of other points just to con- 
sider — one of them is, I think as Dr. Jarris rightly pointed out, we 
shouldn’t look at the current situation as being in the past tense. 
We in Pennsylvania, our numbers have gone up by a third just 
since I put my testimony together this weekend, so it is quite ac- 
tive right now in Pennsylvania. It shows no signs of abating. I 
think that we all anticipated that it would dampen down over the 
summer months. The virus may not have read the textbook and 
may decide not to do that. 

The other thing that we have to remember is that in 1918, which 
is the model that we have all been looking at, the virus came back 
very early. It came back in September and it came back with a 
vengeance in September. It didn’t wait until the usual winter influ- 
enza season. And so in terms of our thinking about what to do re- 
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lated to vaccine, I think that we have to really put our decision 
making on the fast track about what to do because by the time we 
make decisions over the next couple of months, the virus may have 
jumped out ahead of us and it could come back in a form that is 
more severe than it currently is. 

The other, I think, issue to also keep in mind is that we are rely- 
ing quite heavily on antiviral drugs. The antiviral drug of choice, 
if you look at the seasonal strain that was just floating around the 
country, that was resistant to that particular drug. And so if this 
particular virus decides to get together with that one and transfers 
its resistance, then that is a program for our assumptions and 
planning. 

And so I think as far as the vaccine, I am not sure that we have 
a lot of time to be able to make these decisions. I think the virus 
is telling us, because right now, virtually all influenza in the 
United States — and again, it is a very unusual time to be seeing 
this disease — is this virus. And so it may not be an option, the reg- 
ular one versus this one. I think that we have to look seriously at 
what the virus is telling us right now and make our decisions rel- 
atively quickly. 

Senator Pryor. OK. Given all the circumstances that we are in 
right now and also given the fact that in the supplemental appro- 
priation that is working its way through the Congress and hope- 
fully will get to the President’s desk in the next couple of weeks, 
we put $1 billion in there for pandemic flu issues and prepared- 
ness. Do you have an idea on how that money should be prioritized, 
what the most critical needs are to get us ready for this? 

Dr. OsTROFF. Well, there are a lot of needs and I think many of 
them have been pointed out. Again, we have not been fully exer- 
cising the full gamut of things that we would need to do for a full- 
fledged pandemic. I think that we do need to very quickly come up 
with our plans as to how we would distribute the vaccine. I think 
when the vaccine becomes available, there is not going to be 
enough for everybody and we are going to have to make decisions 
about how to prioritize who gets it and who doesn’t, and we gen- 
erally do that based on what we see about the patterns of disease. 

I think that we have to work out much better than we did how 
to distribute antiviral medications. In addition to that, I do think 
that we have to very quickly figure out what we are going to do 
about the medical surge issues, because again, most of us haven’t 
had to exercise that part of our pandemic plan. 

And the last thing that I will say is that for us, if there is a lot 
of disease, both being able to monitor what is going on as well as 
do the diagnostic work in our laboratory — I mean, Pennsylvania is 
a large State. We are the sixth largest State in terms of population. 
We only have 300 cases, and it has been all we could do to be able 
to count what we are seeing and to make the diagnoses in our lab- 
oratory. We are sort of relying on two people in our laboratory to 
do all this work, and if one of them gets the flu, then we are down 
by 50 percent. So we need to, I think, pretty quickly figure out how 
we deepen our bench strength between now and the fall because 
I think that these will all be serious gaps for us. 

The last thing that I will say is that in terms of the Federal guid- 
ance, one of the things I think that is important — and I have a fair- 
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ly unique perspective, because I worked at the CDC for 20-some 
years, so I was on the giving end rather than the receiving end for 
all that time period — is that we don’t like it to be so prescriptive 
that there is not a lot of wiggle room. We in Pennsylvania, as far 
as school closures, we set up our policy right from the very begin- 
ning. We have held to that policy all along. We didn’t think that 
the initial recommendations from the CDC were quite correct and 
we didn’t think the revised recommendations were quite correct, ei- 
ther. 

So we don’t want them to be so prescriptive that it looks like we 
are not following what other people are doing. Each State has to 
take that guidance and interpret it and translate it to their local 
circumstances. That is what is being done in Arkansas and that is 
what we are doing in Pennsylvania. 

Senator Pryor. Let me ask about this medical surge question 
that you brought up. It is really just for the panel at large. Given 
the economic downturn and given that certain hospitals, first re- 
sponders, you name it, there have been some layoffs and some cut- 
backs, a lot of cities and counties and States are having to do cut- 
backs and this can be very painful. But it seems to me this is the 
worst time that they could be cutting back on these type of health- 
related services, but the reality is what it is. So any advice for this 
fall? Dr. Jarris. 

Dr. Jarris. Yes. It is an excellent question. Senator. We have 
looked at the State and local public health agencies, and due to the 
budget constraints in the States, we have lost over 11,000 positions 
in the last year and that pace is continuing. Given an outbreak, 
and we have already seen this in the last several weeks, we have 
taken a drastically diminished workforce and put them on two 
shifts from one shift. There is only so much people can do, and that 
really strained the system. On top of that, of course, we have had 
certain States who have actually run out of places to build the pan- 
demic response so they are actually ramping down in the face of 
an escalating outbreak. So this is again the reason why we need 
some Federal assistance to mount the response and protect the 
American people. 

Senator Pryor. Mr. Thomasian, do you have any thoughts on 
that? 

Mr. Thomasian. Well, it is an excellent point. I will say that in 
our work at NGA, we projected even after the recovery dollars are 
spent that States will be facing over the next 2 years somewhere 
between $170 and $230 billion in deficits across the States, so it 
is a tough time. It is very difficult to build a government around 
a peak event that may not occur. 

I do feel, though, that if further resources were available to 
States, there are some critical areas that would certainly help. It 
may not address all the surge capacity, but certainly one is labora- 
tory capacity is sorely needed in the States. Also, assistance again 
on exercising. Clearly, States will need to build as much capacity 
as they can afford to do in these areas, but honestly, I think this 
is an area that we have not been tested in and we will probably 
find that we will be sorely behind if a large event does come. 

Senator Pryor. Yes, Mr. Steinhardt. 
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Ms. Steinhardt. Just to add to the comments that have already 
been made, looking at vaccine production, at best, at least from my 
understanding, if we begin today, we are looking at November for 
the initial production lines for this virus. So we still have this long 
period between now and then in which communities have to be able 
to respond to the continuing epidemic or a resurgence in a more 
virulent form. And so the kind of planning, the kinds of activities 
that have to take place before we even have a vaccine are really 
our first — need to be our first considerations here. What kinds of 
capacities do we need to build into communities? And I think as 
we look at priorities for funding and allocations of funding, we need 
to keep that very much in mind. 

Senator Pryor. OK. As I understand it, the World Health Orga- 
nization is deliberating whether to move this from a Phase Five to 
a Phase Six. First, I don’t understand the complete significance of 
that. And second, I guess. Dr. Ostroff, if they move from a Phase 
Five to a Phase Six, what does that mean for the United States? 
How does that change things here? 

Dr. Ostroff. I think in practical terms, it really doesn’t change 
very much for us. Our planning, our thinking, our activities are all 
predicated on what we think the appropriate things to do in the 
United States are. I do think that part of the difficulty and why 
World Health Organization (WHO) has been having such struggles 
around this particular issue is that when you move to Phase Six, 
it sort of trips off a whole lot of activities in other parts of the 
world, some of them appropriate and some of them inappropriate 
based on their particular circumstances. And so I think it does 
make a difference. 

I think that we have seen many countries do things that, in 
terms of entry and exit screening, etc., that may not necessarily be 
the best application of resources and if this would give them fur- 
ther reason to do some of those things, then I think it would be 
somewhat problematic. But in terms of the way that we would ap- 
proach what needs to be done here in the United States, I don’t 
really think it makes that much of a difference, which level they 
define it as. 

Senator Pryor. Dr. Jarris. 

Dr. Jarris. Yes. I would agree with my colleague that in terms 
of our response in the United States, within our borders, it prob- 
ably doesn’t change what we do because we have the epidemic. But 
as a global leader, it may very well change what we do. 

One is as this continues to spread around the world, which it has 
been, and frankly, it is almost academic whether they declare it 
Phase Six or not because I think they met the criteria a month or 
more ago but there have been political discussions. But the issue 
is what role will the United States play in terms of a health diplo- 
macy role worldwide if we have outbreaks hitting undeveloped 
countries or developing countries who do not have an infrastruc- 
ture for public health and we see many more deaths because some 
of these countries have high rates of HIV, what will the United 
States do? Will we feel a responsibility to go and assist these na- 
tions? 

And what is our responsibility to the rest of the world with re- 
gard to things like vaccine and antivirals? If we were producing 
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antivirals with our domestic capacity only for the United States, we 
might produce it one way without the vaccine sparing adjutants. 
However, the whole world needs the vaccine, and if we need to help 
other parts of the world, we probably do have to put adjutants to 
stretch the supply that we can produce even further. 

So I would suggest that our political leadership involved and sci- 
entific community involved with global health issues will have 
some significant questions to address in terms of the U.S. leader- 
ship. 

Senator Pryor. That is fair enough. 

Let me ask about this map that we have here.^ You can see the 
confirmed cases around the world. When you see a map like this 
and when you look at the numbers, the quantity of this around the 
world and the fact that it is spread out geographically, from a sci- 
entific perspective, does that increase the chance of mutation or 
does that have any bearing on the chances of mutation? 

Dr. Jarris. Every infection increases the chance. Viruses do mu- 
tate rapidly, and as they travel around the world and are exposed 
to different populations of humans, of animals, there is an in- 
creased chance of resortment. So yes, the more it spreads, the more 
the chance of resortment. 

Now, one thing to consider is since this is a novel virus, there 
isn’t a heavy evolutionary pressure on it to evolve. In and of itself, 
it is making people sick and surviving. So we can’t conclusively say 
whether it will resort or not. The great fear, of course, is that it 
does mix with someone with an H5N1 or mix with a seasonal influ- 
enza that is Tamifiu-resistant and then we are in trouble. But that 
really is another one of the unknowables. 

Senator Pryor. Mr. Thomasian, let me ask you about the Med- 
ical Reserve Corps. Can the States activate that, and what is that 
process? 

Mr. Thomasian. I am not completely familiar with the activation 
process. I believe they can, but I would have to get back to you on 
that. 

Senator Pryor. Dr. Jarris, did you 

Dr. Jarris. Yes. There is a Medical Reserve Corps that has been 
very helpful in certain limited disasters around the country. What 
we have found in areas severely hit, in Texas and Louisiana during 
their hurricanes, though, is the Medical Reserve Corps are people 
who have other jobs, and so when you are mounting a sustained 
response, they can’t be counted on to be there day in and day out 
in shifts, so the doctors have to go back to their office to practice 
and nurses have to go back to the hospital or the health depart- 
ments to their shift. 

So what Texas has found, in fact, is that although they welcome 
them and like to work with them, they have actually had to go out 
and contract for paid professionals to come in and work for them 
because then you have performance standards that you can main- 
tain. That again will be important with the vaccinations in the fall 
as well as if we have to do mass dispensing of Tamifiu. We are 
going to have to hire in contract nurses or hospital nurses or VNA 


^The map referred to by Senator Pryor appears in the Appendix on page 93. 
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nurses, which means with them having other jobs, time-and-a-half, 
weekend pay, and things like that. 

Senator Pryor. OK. Let me ask this. I am getting down to the 
end of my questions, and like I said, we will keep the record open 
and some other Senators will probably have other questions. But 
given the last few months where the flu was first discovered in 
North America and it was almost wall-to-wall coverage there for 
several days on the cable news channels, etc., how did the media 
do and how did the public health officials and the elected officials 
do in getting the word out to the public and communicating the na- 
ture of this? Can you all grade that? Is that one of the lessons 
learned that we can improve? 

Mr. Thomasian. Well, in my comments, I addressed — I think I 
would give them high marks. I would give the Federal officials and 
the public officials at the State and local level high marks for com- 
municating to the public and communicating to the media, and the 
media did a good job, I think, reporting on the nature of the dis- 
ease and where it was. Again, I think where the breakdown began 
in some areas was, well, so what do we do? What is the appropriate 
government response? And I think there was some initial hesitancy 
at the opening to talk about issues like quarantine and why you 
should and why you shouldn’t use it and issues like travel bans so 
that we got into this situation for a while where there was a dis- 
cussion of, should we block the borders in Mexico, and that per- 
colated for a few days. But initially, I do think that the communica- 
tion was very good and I think the public had a sense that this dis- 
ease was existing out there, it wasn’t a disaster, and they were get- 
ting up-to-date information. 

Senator Pryor. Does anybody else want to add to that? 

Dr. Jarris. There was a study done by Harvard University, a 
sample of the American people, and as I mentioned briefly before, 
88 percent of Americans that were surveyed expressed satisfaction 
with the information they were getting. So I think we did a good 
job. I think it was clear, and Dr. Besser should be commended. He 
did a wonderful job, the Acting Director of the CDC. 

The one place I think we are falling down right now is we have 
shut it down. I mean, you can’t find anything in the media any- 
more. We should be using this time to let people know that now 
is the time to prepare. Now they should figure out in the fall if 
their kids’ school is canceled, how are they going to take care of the 
kids? How are they going to telecommute? What if their elderly 
parent gets sick? We are missing an opportunity now, ahead of 
time, to have people think about the fall. 

Ms. Steinhardt. If I can add to that 

Senator Pryor. Yes, go ahead. 

Ms. Steinhardt [continuing]. I think I would agree that the re- 
sponse and the communications were first-rate. But I think from 
our experience, looking at what happened several years ago when 
we first began to see cases of bird flu and outbreaks of H5N 1 virus 
in humans, there was an enormous amount of attention, and then 
it fell off, and for most of the public, it seemed as though this issue 
went away completely. Unfortunately, what the public loses inter- 
est in, government often loses interest in, as well. I think within 
the public health community, members of the public health commu- 
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nity never lost sight of this problem, hut otherwise, we let other 
issues take priority, and we know this from conversations we had 
with people in the private sector. Other food safety issues, what- 
ever the issue of the day was, that is what took attention. So we 
need to, I think, somehow keep sight within government of our pri- 
orities and what the real dangers to the public are, whether it is 
covered in the media or not. 

Senator Pryor. Dr. Ostroff. 

Dr. Ostroff. Yes. I will just add a couple of comments, because 
I agree with everything that was said. I think that over the last 
few years, it has been ingrained in the public’s mind that when 
something happens related to flu, it is going to be like the big bang. 
When that didn’t quite happen right at the very beginning, I think 
there was a tendency for everyone to shrug their shoulders, saying, 
what is the big deal here? 

What you heard was a lot of descriptions of this as being mild. 
Flu is never mild, and we tried very vigorously to say that this is 
not a mild disease now and it could be even more severe in the 
coming months. And so I do think that there is a segment of the 
population who feels that this was sort of like oversold to them 
when, in point of fact, I think that many of us are very concerned 
about what we are seeing right now and we are awfully concerned 
about what is going to happen in the fall. So I do think that I 
would echo the comment that we have to continue to reinforce the 
message that what you have seen so far might not necessarily be 
what you see later on. 

But having said that, I would fully concur. I think that the Fed- 
eral officials, in particular, did a fantastic job conveying informa- 
tion to the public. It was a transitional group of people, and given 
the circumstances and the amount of attention that this initially 
got, I think they did a wonderful job. 

Senator Pryor. Let me follow up on that. Ms. Steinhardt, you 
may be the best one to ask. There is sort of a lull period right now 
in terms of public awareness on this. If it comes back this fall, the 
lull will be over. A lot of people will be looking back and saying, 
why didn’t we do something different? What would you recommend 
right now to the private sector in terms of the things they can be 
doing? It sounds like the government is going to continue to plan 
and work and try to coordinate, and there is a lot of work that we 
have talked about that needs to be done, but we haven’t talked a 
lot about the private sector yet. Do you have any suggestions for 
the private sector? 

Ms. Steinhardt. Well, I have suggestions for the government in 
working with the private sector. We have this system of coordi- 
nating councils for critical infrastructure sectors. In fact, in work 
that we did here, we found that they could be used much more 
than they currently are. There are a lot of questions that the pri- 
vate sector has within these critical sectors that they have about 
how government policies are going to work. How are States and the 
Federal Government going to handle State border closings? These 
are vital issues for commerce. And those discussions should be hap- 
pening today between private sector and government. We are not 
in this alone and these are issues that have to be resolved in tan- 
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dem, and that is one area where we certainly would urge greater 
attention. 

Senator Pryor. I have one last follow-up question. It is really a 
two-part question. I want to ask each of you this, and that is what 
is the single most important step that we can take to increase our 
preparedness in the next 3 months, from now until the fall? What 
is the single most important step we can take, and how do you sug- 
gest that we do it? Dr. Ostroff. 

Dr. Ostroff. Well, I wish I could tell you that there was a single 
step, because there isn’t. There is a series of steps that I think we 
need to deal with. 

Senator Pryor. Is there one thing, though, that 

Dr. Ostroff. Well, I think that the two areas that I really think 
that we need to focus on is we need to get our house in order for 
issues related to vaccination because we know for influenza that is 
the single best preventive measure we have available. And I do 
have concerns that we will see more morbidity and certainly more 
mortality for this as we go along and I do think we have to think 
about how we deal with medical surge issues. 

Senator Pryor. And so you are thinking vaccine, even though it 
could mutate, but you are saying, place your bet on what you 
know 

Dr. Ostroff. I think not placing your bet on what we currently 
know would be a significant mistake. 

Senator Pryor. OK. Mr. Jarris. 

Dr. Jarris. Limited to one, it is a very difficult question because 
there is so much that has to be done. But I would think that if I 
was in the shoes of Congress and the Administration, the single 
most important thing to do is to appropriate sufficient resources in 
the next 2 weeks with this supplemental. There is so much that 
needs to be done. We don’t have time to catch up later. 

Earlier, you asked how to prioritize the $1 billion, and that is a 
very difficult question because just the vaccines are $15 billion. 

Senator Pryor. That sounds like a lot of money, but it is not 

Dr. Jarris. Yes, in the old days. But frankly, if we appropriate 
less than what is needed, for example, the $15 billion for vaccines, 
and we need more than that, then the question that makes sense 
would be, well, if we appropriate $1 billion, which one-fifteenth of 
the American public are we willing to vaccinate and which four- 
teen-fifteenths are we not willing to vaccinate? 

Senator Pryor. Mr. Thomasian. 

Mr. Thomasian. Thank you. Well, this is an excellent question 
and I will take mine beyond the public health arena. The one thing 
that we need to keep in mind is that this was not really a test. 
This was not really even a pop quiz. When we did our workshops, 
we asked States to envision a scenario where 90 million people 
came down with the disease and we had 1.5 million people needing 
intensive hospital care and an estimated 1.9 million deaths. 

And I would have the States, if they received resources for exer- 
cises and further planning, to consider how they would maintain 
continuity of society under those situations. How would public safe- 
ty react? How would we handle the high degree of absenteeism in 
both State government as well as our critical services, such as food 
services, electricity, etc. So I would use these intervening months 
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to examine what would happen if this became the true pandemic 
and the scenarios that we thought we would he looking at under 
the 1918 scenario and go beyond the public health aspects and look 
at the public safety, as well. 

Senator Pryor. OK. Ms. Steinhardt. 

Ms. Steinhardt. Well, I would certainly support that. I would 
say this is our time now to take a look at what our plans are, what 
our plans have been, what we have learned from what has hap- 
pened over this last month. What assumptions do we need to re- 
visit? This is our opportunity to learn from a real live test, and it 
is also our opportunity to actually pull in the results of a number 
of different tests that have happened over the last few years. I 
don’t think we have learned nearly as much or incorporated the 
lessons learned from the various tests and exercises that have been 
done around the country and incorporated that into our thinking, 
but now we have this opportunity to just take that pause and think 
about what we know and what we need to change in our plans 
going forward. 

Senator Pryor. Good. I want to thank all four panelists. I hope 
I didn’t grill you too much. We are going to leave the record open, 
as I mentioned, and I know Senator Ensign and others will submit 
some questions for the record. We would appreciate you getting 
those back to us within 14 days. 

Thank you very much for your attention, and I appreciate all the 
work you have done in your various capacities. You are playing a 
very important role in saving American lives and we just appre- 
ciate everything you are doing. 

So with that, we are going to conclude the hearing and leave the 
record open for 14 days. Thank you. 

[Whereupon, at 3:14 p.m., the Subcommittee was adjourned.] 




APPENDIX 


PREPARED STATEMENT OF SENATOR ENSIGN 

While the media attention for the HlNl virus has subsided, this hearing is no 
less important. Health officials believe that this virus could come back stronger dur- 
ing flu season this fall, and we have to be prepared for that. Right now. Federal 
officials are beginning to track this virus as it heads to the southern hemisphere 
to gain a better understanding of what it does in populations that are just entering 
the winter flu season. I am hopeful that whatever characteristics are identified will 
help us in our preparedness efforts. 

While the number of confirmed cases of HlNl in Nevada is on the low end at 
102, a combination of guidance from the Federal Government and decisions made 
at the local level helped mitigate the spread of the disease. Two weeks ago, in 
Washoe County, Nevada, surveillance procedures revealed an increased absenteeism 
rate at Mendive Middle School. Local health district officials awaited word from the 
State laboratory as to whether or not the children were sick with HlNl. Upon con- 
firmation, the Joint Health and Education Authorities Influenza Oversight Com- 
mittee met quickly and decided to close the school. The decision was made when 
only five tests had come back positive for HlNl; however eight additional cases 
from the school have since been confirmed. State officials have noted that the guid- 
ance on school closures has been successful and the closure of Mendive is an excel- 
lent example of how the policy worked. 

Today we will hear from a number of witnesses who will help us understand how 
States have responded to this virus over the last month. Their testimony will high- 
light successful responses and areas that need improvement. As with any emer- 
gency, lessons learned can be invaluable. Ideally, the discussion we have here today 
will provide information for States as they update their State preparedness plans 
to address the potential for a more potent strain of HlNl. 

Approximately 36,000 people die as a result of influenza each year. Should this 
virus re-emerge as a stronger strain than we are seeing today, citizens should con- 
tinue to exercise precaution and personal responsibility. While we can’t predict the 
severity of a possible mutation, we can do our best to minimize its effects. 
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• Leadership roles and r^onsibilities for an influenza pandemic need to be 
clarified, tested, and exercised, and existing coordination mechanisms, such 
as critical infrastructure coordinating councils, could be better utilized to 
address challenges in coordination between the federal, state, and local 
governments and the private sector in preparing for a pandemic. 

• Efforts are underway to improve the surveillance and detection of pandemic- 
related threats in humans and animals, but targeting assistance to countries at 
the greatest risk has been based on incomplete information, particularly from 
developing covmtries. 

• Pandemic planning and exercising has occurred at the federal, state, and local 
government levels, but important planning gaps remain at all levels of 
government. 

• Further actions are needed to address the edacity to respond to and recover 
from an influenza pandemic, which will require additional capacity in patient 
treatment space, and the acquisition and distribution of medical and other 
critical supplies, such as antivirals and vaccines. 

• Federal ^encies have provided considerable guidance and pandemic-related 
information to state and local governments, but could augment their efforts 
with additional information on state border closures and other topics. 

• Performance monitoring and accountability for pandemic preparedness needs 
strengthening. For example, the May 2006 Naiional Strategy for Pandemic 
Influenza Implementation Plan does not establish priorities among its 324 
action items and does not provide information on the financial resources 
needed to implement them. 

The recent outbreak of the HlNl influenza virus should serve as a powerful 
reminder that the threat of a pandemic influenza, which seemed to fade from 
public awareness in recent years, never really disappeared. While federal agencies 
have taken action on 13 of GAO’s 23 recommendations, 10 of the 
recommend^ons that GAO has made over the past 3 years are still not fully 
implemented. With the possibility that the HlNl virus could return in a more 
virulent form in a second wave in the fall or winter, the administration federal 
agencies should turn their attention to filling in the pianning and preparedness 
gaps GAO’s work has pointed out 
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Mr. Chairman and Members of the Subcommittee: 

I am pleased to be here today to discuss key themes from the body of 
work GAO has developed over the past several years to help the nation 
better prepare for, re^ond to, and recover from a possible influenza 
pandemic. An influenza pandemic remains a real threat to our nation and 
to the world, as we are witnessing during the current outbreak of the 
HlNl (swine flu) virus. The previous administration took a number of 
actions to plan for a pandemic, including developing a national strategy 
and implementation plan. However, much more needs to be done, and 
many gaps in preparedness and planning still remain. At the same time, 
national priorities have been shifting as a global pandemic has yet to 
occur, and the nation’s financial crisis and other national issues have 
become more immediate and pressing. Strengthening preparedness for 
large-scale public health emergencies, such as an influenza pandemic, is 
one of 13 urgent issues that we identified earlier this year as among those 
needing the immediate attention of the new administration and Congress.* 

In the past 3 years, GAO has issued 11 reports and two testimonies on 
influenza pandemic planning.* We synthesized the results of this work in a 
February 2009 report, which I will discuss in more detail today.® We have 
made 23 recommendations based on the findings from these reports and 
testimonies, thirteen of which have been acted upon by the responsible 
federal agencies. While the responsible federal agencies have generally 
agreed with our recommendations and some actions are underway to 
address them, 10 recommendations have not yet been fully implemented. 
While our February 2009 report made no new recommendations, we 
updated the status of recommendations that had not yet been 
implemented as of February 2009. Many of the recommendations that 
remain unimplemented have become even more pressing in light of the 
very real possibility of a more serious return of the HlNl virus later this 
year. Lists of our open recommendations and related GAO products that 


‘GAO’s 2009 Congressional and Presidaitial Transition Web site: 
htti>:/Avww.gao.gov/transition_2009. 

*We also have three pandemic-related reviews underwsy on the following topics; (1) plans 
to protect the federal workforce in a pandemic; (2) the status of implementing the National 
Strategy for Pandemic Ir^uenza Implementation jPion (National Pandemic 
Implementation Plan); and (3) the effect of a pandemic on the telecommunicjUions 
capacity needed to sustain critical financial market activities. 

®GAO, Inflvenaa Pandemic: Sustaining Foctis on the Nation’s Planning and 
Preparedness Efforts, GAO09-334 (Washii^ton, D.C.: Feb. 26, 20(®). 
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are referenced throughout this statement are located in attachmenis I and 

n. 

In summary, my statement will address the following issues which were 

drawn from the key themes of GAO’s pandemic work: 

• Leadership roles and re^onsibilities for an influenza pandemic need 
to be clarified, tested, and exercised, and existing coordination 
mechanisms, such as critical infiastructure coordinating coundk;, 
could be better utilized to address challenges in coordination between 
the federal, state, and local governments and the private sector in 
preparing for a pandemic. 

• Efforts are imderway to improve the surveillance and detection of 
pandemic-related threats in humans and animals, but targeting 
assistance to countries at the greatest risk has been based on 
incomplete information, particularly fix)m developing countries. 

• Pandemic planning and exercising has occurred at the federal, state, 
and local government levels, but important planning gaps remain at all 
levels of government 

• Further actions are needed to address the capacity to respond to and 
recover from an influenza pandemic, which will require additional 
capacity in patient treatment space, and the acquisition and 
distribution of medical and other critical supplies, such as antivirals 
and vaccines. 

• Federal agencies have provided considerable guidance and pandemic- 
related information to state and local governments, but could augment 
their efforts with additional information on state border closures and 
other topics. 

• Performance monitoring and accountability for pandemic 
preparedness needs strengthening. For example, the May 2006 
NationcU Strategy for Pandemic Influenza Implementation Plan 
(National Pandemic Implementation Ran) does not establish priorities 
among its 324 action items and does not provide information on the 
financial resources needed to implement them. 


This statement is largely based on our prior work, which was conducted in 
accordance with generally accepted government auditing standards. Those 
standards require that we plan and perform the audit to obtain sufficient, 
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^propriate evidence to provide a reasonable basis for our findings and 
conclusions based on our audit objectives. We believe that the evidence 
obtained provides a reasonable basis for our findings and conclusions 
based on our audit objectives. 


Background 


Given the consequences of a severe influenza pandemic, in 2006 GAO 
developed a strategy for our work liiat would help support Congress’s 
decision making and oversight related to pandemic plannir^. Our strategy 
was built on a large body of work spannir^ two decades, including reviews 
of government responses to prior disasters such as Hurricanes Andrew 
and Katrina, the devastation caused by the 9/11 terror attacks, efforts to 
address the Year 2000 computer challenges, and assessments of 

public health capacities in face of bioterrorism and emerging 
infectious diseases such as Severe Acute Re^iratory Syndrome (SARS). 
The strategy was built around six key themes, as shown in figure 1. While 
all of these themes are interrelated, our earlier work underscored the 
importance of leadership, authority, and coordination, a theme that 
touches on all aspects of preparing for, responding to, and recovering from 
an influenza pandemic. 


P*«e3 


GAO-09-76(rr 



29 


Figure 1 : Key Themes of GAO’S Pandemic Strategy 


Souit»: GAO. 



Influenza pai\deiTuc — caused by a novel strain of influenza virus for which 
there is little resistance and which therefore is highly transmissible among 
hun\ai\s — continues to be a real and significant tlireat facing the United 
States and the world. Unlike incidents that are discretely boimded in space 
or time (e.g., most natural or man-made disasters), an influenza pandemic 
is not a singular event, but is likely to come in waves, each lasting weeks 
or months, and pass through communities of all sizes across the na.1ion 
and the world simultaneously. While the current MINI outbreak seems to 
have been rel^vely mild, the iiistorj' of an influenza panderrdc suggests it 
could return in a second wave this fall or winter in a more virulent fonn. 
While a pandemic will not directly damage physical infrastructure such as 
power lines or computer systems, it threatens the operation of critical 
systems by potentially removing ti\e essential personnel needed to operate 
them from the woriq>lace for weeks or montlis. In a severe pandemic, 
absences attributable to illnesses, the need to cai'e for ill family menibers, 
and fear of infection may, according to the Centers for Disease Control 
and Prevention (CDC), reach a projected 40 percent during the peak 
weel« of a community outbreak, with lower rates of absence during the 
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weeks before and after the peak/ In addition, an influenza pandemic could 
result in 200,000 to 2 mijOion deaths in the United States, depending on its 
severity. 

The Homeland Security Cknmcil (HSC) took an active approach to this 
potential disaster by, among other things, issuii^ the National Strategy 
for Pandemic Influenza (National Pandemic Strategy) in November 2005, 
and the National Pandemic Implementsdion Plan in May 2006.® The 
National Pandemic Strategy is intended to provide a high-level overview of 
the approach that the federal government will take to prepare for and 
respond to an influ^iza pandemic. It also provides e:q)ectations for 
nonfederal entities — ^including state, local, and tribal governments; the 
private sector; international partners; and individuals — ^to prepare 
themselves and their communities. The National Pandemic 
Implementation Plan is intended to lay out broad implementation 
requirements and responsibilities among the appropriate federal ^endes 
and clearly define expectations for nonfederal entities. The plan contains 
324 action items related to these requirements, responsibilities, and 
e3q)ectations, most of which were to be completed before or by May 2009. 
HSC public^ reported on the status of the action itans that were to be 
completed by 6 months, 1 year, and 2 years in December 2006, July 2007, 
and October 2008, respective^. HSC indicated in its October 2008 progress 
report that 75 percent of the action items have been completed. At fl\e 
request of the House Homeland Security Committee, we have ongoing 
work assessing the static of implementing this plan. 


*GAO, l7\fhtenza Pandemic: Farther Efforts Are Needed to Ensure Clearer Federal 
Leadership Roles and an Effective National Strategy, GAO-07-781 (WashiJigton, D.C.; Aug. 
14, 2007). 

®On May 26, 2009, the President announced the full integralion of White House staff 
si^orting national security and homeland security. Ihe HSC will be maintained as ffie 
princ4>al venue for int^agency deliberations on issues that affect the security of the 
homeland, such as an influenza pandemic. 
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Leadership Roles and 
Responsibilities Need 
to Be Clarified and 
Tested, and 
Coordination 
Mechanisms Could Be 
Better Utilized 


Federal government leadership roles and responsibilities for pandemic 
preparedness and response are evolvii^, and will require furtitier testing 
before the relationships among the many federal lez^ership positions are 
well understood. Such clarity in leadership is even more crudai now, giv^ 
the change in administration and the associated tranrition of senior 
federal officials. Most of these federal leadership roles invol^^ shared 
responsibilities between the Department of Health and Human Services 
(HIK) and the Department of Homeland Security (DHS), and it is not clear 
how these would work in practice. According to the National Pandemic 
Strategy and Plan, the Secretary of HHS is to lead d\e federal medical 
response to a pandemic, and the Secretary of Homeland Security will lead 
the overall domestic incident management and federal coordination. In 
addition, under the Post-Katrina Emergency Management Reform Act of 
2006, the Administrator of the Federal Emergency Management Agency 
(FEMA) was designated as the principal domestic emergency management 
advisor to the President, the HSC, and the Secretary of Homeland Security, 
adding further complexity to the leadership structure in the case of a 
pandemic.* To assist in planning and coordinating efforts to respond to a 
pandemic, in December 2006 the Secretary of Homeland Security 
predesignated a national Principal Federal Official (PFO) for influenza 
pandemic and established five pandemic regions each with a regional PFO 
and Federal Coordinating Officers (FCO) for influenza pandemic. PFOs 
are responsible for facilitating federal domestic incident planning and 
coordination, and FCOs are responsible for coordinating federal resources 
support in a presidentialiy-declared major disaster or emergency. 


However, the relationship of these roles to each other as well as with other 
leadership roles in a pandemic is unclear. Moreover, as we testified in July 
2007, state and local first responders were still uncertain about the need 
for both FCOs and PFOs and how they would work together in disaster 
response.’ Accordingly, we recommended in our August 2007 report on 
federal leadership roles and the National Pandemic Strategy that DPB and 
HHS develop rigorous testing, traixung, and exercises for influenza 
pandemic to ensure that federal leadership roles and responsibilities for a 
pandemic are clearly defined and understood and that leaders are able to 
effectively execute shared responsibilities to address emerging 


®Pub. L Na 109-295, "nae VI. 

’GAO, Homeland Security: Observations on DHS and FEMA Efforts to Prepare for and 
Respond to Major and Catastrophic Disasters and Address Rdat&l Recommen^tions 
and Legislation, GAO07-1 142T (Washington, D.C.: July 31, 2007). 
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challenges.® In response to our recommendation, HHS and DHS officials 
stated in January 2009 that several influenza pandemic exercises had been 
conducted since November 2007 that involved both agencies and other 
federal officials, but it is unclear whether these exercises rigorously tested 
federal leadership roles in a pandemic. 

In addition to concerns about clarifying federal roles and responsibilities 
for a pandemic and how shared leadership roles would work in practice, 
private sector officials told us that they are unclear about the respective 
roles and re^nsibilides of the federal and state governments during a 
pandemic emergenQr. The National Pandemic Implementation Pten states 
that in the event of an influenza pandemic, the di^buted nature and 
sheer burden of the disease across the nation would mean that the federal 
government’s support to any particular commimity is likely to be limited, 
with the primary response to a pandemic coming from states and local 
communities. Further, federal and private sector representatives we 
interviewed at the time of our October 2007 report identified several key 
chaHeiiges they face in coordinating federal and private sector efforts to 
protect the nation’s critical infrastructure in the event of an influenza 
pandertuc.® One of these was a lack of clarity about the roles and 
responsibilities of federal and state governments on issues such as state 
border dosures and influenza pandemic vaccine distribution. 


Coordination Mechanisms Mechanisms and networks for collaboration and coordination on 

pandemic preparedness between federal and state governments and the 
private sector exist, but they could be better utilized. In some instances, 
the federal and^private sectors are working together through a set of 
coordinating councils, including sector-^ecific and cross-sector councils. 
To help protect the nation’s critical infrastructure, DHS created these 
coordinating councils as the primary means of coordinating government 
and private sector efforts for industry sectors such as energy, food and 


*GAa07-781. 

®GAO, h\fluenza Pandemic: Opportunities Exist to Address Critical Irtfrastructure 
Protection Challenges That Require Federal and Private Sector Coordination, GACW)8-36 
(Washii^gton, D.C.; Oct 31, 2007). 
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a^cuiture, telecomnwinications, transportation, and water/® Our October 
2007 report found tiiat DHS has i^ed these critical inftastructure 
coordinating councils primarily to share pandemic information across 
sectora and government levels rather than to address many of the 
challer\ges identified by sector representatives, such as clarifying the roles 
and responsibilities between federal and state governments.” We 
recommended in the October 2007 report that DHS encourage the councils 
to consider and address the range of coordination challenges in a potential 
influenza pandemic between the public and private sectors for critical 
inliastructure. DHS concurred with our recommendation and DHS 
officials informed us at the time of our February 2009 report that the 
department was working on imtiafives to address it, such as developing 
pandemic contingency plan guidance tailored to each of the critical 
inftastructure sectors, and holding a series of “webinars" with a number of 
the sectors. 

Federal executive boards (FEB) bring together federal agency and 
community leaders in msyor metropolitan areas outside of Washington, 
D.C., to discuss issues of common interest, including an influenza 
pandemic. The Office of Personnel Management (0PM), which provides 
direction to the FEBs, and the FEBs have designated emergency 
preparedness, security, and safety as an FEB core function. The FEBs’ 
emergency support role with its regional focus may make the boards a 
valuable asset in pandemic preparedness and response. As a natural 
outgrowth of their general civic activities and through activities such as 
hosting emergency preparedness training, some of the boards have 
established relationships with, for example, federal, state, and local 
governments; emergency management officials; first responders; and 


‘®The 18 criGcal infrastructure and key resource sectors are; food and agriculture; banking 
and finance; chemical; commercial facilities; commercial nuclear reactors, materials, and 
water, dams; defense industrial base; drinking water and water treatment systems; 
emergency service; energy, governmental facilities; information technology; national 
monuments and icons; postal and shipping; public healUi and healthcare; 
telecommunications; transportation systems; and crifical manufacturing. Critical 
infrastructure are systems and assets, whether physical or virtual, so vital to the United 
States that their incapacity or destruction would have a debilitating effect on national 
security, national economic security, and national public health or safey, or ar^ 
combination of those matteis. Key resources are publicly or privately controlled resources 
^sential to minimal c^erations of the economy or government, including individxial targets 
whose destruction would not endanger vital ^rstems but could create a local disaster or 
profoundly damage the nation’s morale or confidence. 

“GAOOMe. 
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health officials in their communities. In a May 2007 report on the FEBs’ 
ability to contribute to emergency operations, we found that many of the 
selected FEBs included in our review were building capacity for influent 
pandemic response within their member agencies and community 
organizations by hosting influenza pandemic training and exercises. We 
recommended that, since FEBs arc well positioned within local 
communities to bring together federal agency and community leaders, the 
Director of 0PM work with FEMA to formally define the FEBs’ role in 
emergency planning and response. As a result of our recommendation, 
FEBs were included in the National Response Framework (NRF) in 
January 2008 as one of the regional support structures that have the 
potential to contribute to development of situational awareness during an 
emergency. 0PM and FEMA also signed a memorandum of understanding 
in August 2008 in which FEBs and FEMA agreed to work collaboratively in 
carrying out their respective roles in the promotion of the national 
emergency response system. 


‘*GAO, The FedercU Woiyorce: Additional St^ Needed to Take Advantage of Federal 
Executive Boards’ Ability to Contribute to Emergency Operations, GAO-07-6i5 
(Washington, D.C.: May 4, 2007). 

‘^ued in January 2CK)8 by the Department of Homeland Security (DHS) and effective in 
March 2008, tbe PWF is a guide to how the nation conducts all-hasaids incident response 
and replaces the NaBancd Response Han. It focuses on how the federal govenunent is 
organized to support communities and states in catastrophic incidents. The NRF builds 
upon the National Incident Marmgement System, which provides a national template for 
managing incidents. 
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Efforts Are Underway 
to Improve the 
Surveillance and 
Detection of 
Pandemic-Related 
Threats in Humans 
and Animals, but 
Targeting Assistance 
to Countries at the 
Greatest Risk Has 
Been Based on 
Incomplete 
Information 


Mtemational disease surveillance and detection efforts serve as an early 
warning system that could prevent the spread of an influenza pandemic 
outbreak. The United States and its intemationai partners are involved in 
efforts to improve pandemic surveillance, includii^ di^nt^c 
capabilities, so that outbreaks can be quickly detected. Yet, as reported in 
2007, intemationai cs^acity for surveillance has many weaknesses, 
particularly in developing countries. As a result, assessments of the risks 
of the emergence of an influenza pandemic by U.S. agencies and 
intemationai organizations, which were used to target assistance to 
countries at risk, were based on insufficiently detailed or incomplete 
information, limiting their value for comprehensive comparisons of risk 
levels by country. 


Pandemic Plaiming 
and Exercising Has 
Occurred, but 
Planning Gaps 
Remain 


While the National Pandemic Strategy and National Pandemic 
Implementation Plan are important first steps in guiding national 
preparedness, important g^s exist that could hinder the ability of key 
stakeholders to effectively execute their responsibilities. 1 j \ out August 
2007 report on the National Pandemic Strategy and Implementation Plan, 
we found that while these documents are an important first step in guiding 
national preparedness, they do not fully address all six characteristics of 
an effective national strategy, as identified in our work.*® The documents 
fully address only one of the six characteristics, by reflecting a clear 
description and understanding of problems to be addressed. Further, the 


'*GAO, Influenza Pandemic: Efforts Under Way to Address Cons^irUs on. Using 
Antivirals and Vaccines to ForestaU. a Pandemic, GAO-08^ (Washington, D.C.: Dec. 21, 
2007). 

’®The six characteristics of an effective national strategy include (1) purpose, scope, and 
methodology; (2) problem definition and risk assessment; (3) goals, suboniinate objectives; 
activities, and |>^onnance measures; (4) resources, investoents, and risk management; 

(5) organizational roles, re^onsibilities, and coordination; and (6) integration and 
implementation. GAO, ComdaUng Terrorism: Evaluation of Selects Characteristics in 
National Strategies Related to Terrorism, GAO-04-408T (Washington, D.C.; Feb. 3, 2004). 
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state and Local Pandemic 
Planning 


National Pandemic Strategy and Implementation Plan do not adc^ess one 
characteristic at all; they contain no discus^on of what it will cost, where 
resources will be targeted to achieve the maximum ben^ts, and how 
benefits, risks, and costs will be balanced. Moreover, the documents do 
not provide a picture of priorities or how adjustments might be made in 
view of resource constraints. Although the remaining four characteristics 
are partially addressed, important g£^s exist that could hinder the ability 
of Irey stakeholders to effectively execute their responsibilities. For 
example, state and local jurisdictions that will play crucial roles in 
preparing for and responding to a pandemic were not directly involved in 
developing the National Pandemic Implemettation Plan, e\en though it 
relies on these stakeholders' efforts. Stakeholder involvement during the 
planning process is important to ensure that the federal government’s and 
nonfederal entities’ responsibilities are clearly understood and agreed 
upon. Further, relationships and priorities among actioT\s were not clearly 
described, performance measures were not alwjyrs linked to r^ults, and 
insufficient information was provided about how the documents are 
integrated with other response-related plans, such as the NRF. We 
recommended that HSC establish a process for updating the Nation^ 
Pandemic Implementation Plan and that the updated plan should jwidress 
these and other g£^. HSC did not comment on our recommendation and 
has not indicated if it plans to implement it 


We reported in June 2008 th^, according to CDC, all 50 states and the 
three localities that received federal pandemic funds have developed 
influenza pandemic plans and conducted pandemic exercises in 
accordance with federal funding guidance. A portion of the $5.62 billion 
that Congress appropriated in supplemental funding to HHS for pandemic 
preparedness in 2006 — $600 million — was allocated for state and local 
planning and exercising. All of the 10 localities that we reviewed in depth 
had also developed plans and conducted exercises, and had incorporated 
lessons learned ftx>m pandemic exercises into their planning. However, 
an HHS-led inter^enQ^ assessment of states’ plans found on average that 


’‘We conducted site visits to the five most populois states — CaJifomia, Florida, Illinois, 
New York, and Texas — for a number of reasons, including that these states constituted 
over one-third of the United States population, received over one-tiurd of the total funding 
from HHS and DHS that could be used for planning and exerciang efforts, and were likely 
entry points for individuals coming from another country given that the states either 
bordered Mexico or Canada or contained nuyor ports, or both. Witiun each state, we also 
iiUerviewed officials at 10 localities, which consisted of five urban areas and five rural 
counties. 
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states had “many m^or gaps" in their influenza pandemic plans in 16 of 22 
priority areas, such as school closure policies and community 
containment, which are community-level interventions designed to reduce 
the transmission of a pandemic virus. The remaining six priority areas 
were rated as having “a few m^or gaps.” Subsequently, HEB led another 
interagency assessment of state influer^ pandemic plans and reported in 
January 20^ that although they had made important progress, most states 
still had m^or gaps in their pandemic plans. " 

As we had reported in June 2008, HHS, in coordination with DHS and 
other federal ^endes, had convened a seri^ of regional workshops for 
states in five influenza pandemic regions across the country. Because 
these workshops could be a useftil model for sharing information and 
building relationship we recommended that HHS and DIS, in 
coordination with other federal agencies, convene additional meetings 
with states to address the gaps in the states’ pandemic plans. As reported 
in February 2009, HHS and DHS generally concurred with our 
recommendation, but have not yet held these «lditional meetings. HHS 
and DHS indicated at the time of our February 2009 report that while no 
additional meetings had been plaimed, states will have to continuously 
update their pandemic plans and submit them for review. 

We have also reported on the need for more guidance from the federal 
government to help states and localities in their planning. In June 2008, we 
reported that although the federal government has provided a variety of 
guidance, officials of the states and localities we reviewed told us that they 
would welcome additional guidance from the federal government in a 
number of areas, such as community containment, to help them to better 
plan and exercise for an influenza pandemic. Other state and local officials 
have identified siirular concerns. According to the National Governors 
Association’s (NGA) S^tember 2008 issue brief on states’ pandemic 
preparedness, states are concerned about a wide range of school-related 
issues, including when to close schools or dismiss students, how to 
maintain curriculum continuity during closures, and how to identify the 
s^propriate time at which classes could resume.^® NGA also reported that 
states generally have very little awareness of the status of disease 


’^DHS and HHS and other agencies, Assessment of States’ Operating Ptans to Combat 
Pandemic Influenza: Report to Homeland Security Council (Washir^on, D.C.; Jan. 2009). 

‘^National Governors Association Center for Best Practices, Issue Brief: Pandemic 
Preparedness in the States — An Assessment of Progress and Opportunity (Sept. 2008). 
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outbreaks, either in real time or in near real time, to allow them to know 
precisely when to recommend a school closure or reopening in a 
particular area. NGA reported that states wanted more guidance in the 
following areas; (1) workforce policies for tihe health care, public safety, 
and private sectors; (2) schools; (3) situational awareness such as 
information on the arrival or departure of a disease in a particular state, 
county, or community; (4) public involvement; and (5) public-private 
sector engagement. 


Private Sector Pandemic The private sector has also been planning for an influenza pandemic, but 
Planning many challenges remain. To better protect critical infirastructure, federal 

agencies and the private sector have worked together across a number of 
sectors to plan for a pandemic, including developii^ general pandemic 
preparedness guidance, such as checklists for continuity of business 
operations during a pandemic. However, federal and private sector 
representatives have acknowledged that sustaining preparedness and 
readiness efforts for an influenza pandemic is a major challenge, primarily 
because of the imcertainty associated with a pandertuc, limited finmicial 
and human resources, and the need to balance pandemic preparedness 
with other, more immediate, priorities, such as responding to outbreaks of 
foodbome illnesses in the food sector and, now, the effects of the finandal 
crisis. 

In our March 2007 report on preparedness for an influenza pandemic in 
one of these critical infrastructure sectors — ^financial markets — we found 
that despite significant progress in preparing markets to withstand 
potential disease pandemics, securities and banking regulators could take 
additional steps to improve the readiness of the securities markets. ** The 
seven organizations that we reviewed — ■which included exchanges, 
clearing organizations, and payment-system processors — were working on 
planning and preparation efforts to reduce the likelihood that a worldwide 
influenza pandemic would disrupt their critical operations. However, only 
one of the seven had completed a formal plan. To increase the likelihood 
that the securities markets will be able to function diiring a pandemic, we 
recommended that the Chairman, Federal Reserve; the Comptroller of the 
Currency; and the Chairman, Securities and Exchange Commission (SEC); 


‘®GAO, Financial Market Preparedness: Significant Progress Has Been Made, but 
Pandemic Hanning and Odier Challenges Remain, GAO-07-399 (Washington, D.C.: Mar. 
29,2007). 
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consider taking additional actions to ensure that market participants 
adequatdy prepare for a pandemic outbreak. In response to our 
recommendation, the Federal Reserve and liie Office of the Comptroller of 
the Currencgr, in coiyunction with the Federal Financial Institutions 
Examination Council and the SEC, directed all banking organizations 
under their supervision to ensure that the pandemic p^ns the financial 
institutions have in place are adequate to maintain critical operations 
during a severe outbreak. SEC issued siinilar requir^ents to the m^or 
securities industry market organizations. 


Further Actions Are 
Needed to Address 
the Capacity to 
Respond to and 
Recover from an 
Influenza Pandemic 


Improving the nation’s response capability to catastrophic disasters, such 
as an influenza pandemic, is essential. Following a mass casualty event, 
health care systems would need the ability to adequ^iy care for a large 
number of patients or patients with unusual or hi^y ^ecialized medical 
needs. The ability of local or regional health care ^tems to deliver 
services could be compromised, at least in the short term, because the 
volume of patients would far exceed the available hospital beds, medical 
personnel, pharmaceuticals, equipment, and supplies. Further, in natural 
and man-made disasters, assistance from other states may be used to 
increase capacity, but in a pandemic, states would likely be reluctant to 
provide assistance to each other due to scarce resources and fears of 
infection. 


The $6.62 billion that Congress provided in supplemental fimding to HHS 
in 2006 was for, among other things, (i) monitoring disease spread to 
support rapid response, (2) developing vaccines and vaccine production 
capacity, (3) stockpiling antivirals and other countermeasures, (4) 
upgrading state and local capacity, and (5) upgrading laboratories and 
research at CDC. Figure 2 shows that the m^ority of this supplemental 
funding — about 77 percent — was allocated for developing antivirals and 
vaccines for a pandemic, and purchasing medical supplies. Also, a portion 
of the funding for state and local preparedness — $170 million — ^was 
allocated for state antiviral purchases for their state stoclqpiles.® 


“Stqsplemental funding for pandemic preparedness and response is provided in both the 
Senate- and Honsei)assed versions of a 2009 supplemental appropriation currently under 
coMideration. The Senate bill includes $1.5 billion as requested by the administration and 
the House bill provides a total of $2.05 billion. 
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Rgure 2: HFS Influenza Pandemic Stq^temental Af^iroprtations, Fiscal Year 2008 



$3,233 
Total $5,590^ 

Sogre«:QAO.HHS 

Notes: Data are from HHS, Panttemic Planning update III: A Report from Secrefary Michael O. 
i.eavf/f {Washington, D.C.: Nov. 13. 2006). 

'Intemationat acti>^s inciucles; mtemational preparedness, ^rveiliance, response, and research. 
"Other domestic includes: surveillance, quarantne, lab capacity, and rapid tests. 

"State and local preparedness includes funding for state subsidies of an^ra! dnjgs. 

^is figure does ixit include $30 mSlion in supplemental funding that was transferred to the U.S. 
Agency for International Development. 

An outbreak will require additional capacity in mai\y areas, including the 
procurement of additional patient treatment ^ace and the acquisition and 
distribution of medical and other critical supplies, such as antivirals and 
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vaccines for an influenza pandemic.^' In a severe pandemic, die demand 
would exceed the available hospital bed c^adty, which would be furtiter 
challenged by the existing shortages of health care providers and their 
potential hi^ rates of absenteeism. In addition, the availability of 
antivirals and vaccines could be inadequate to meet demand due to limited 
production, distribution, and administration capacity. 

The federal government has provided some guidance and funding to help 
states plan for additional c^adly. For example, the federal government 
provided guidance for states to use when preparing for medical surge and 
on prioritizing target groups for an influenza pandemic vaccine. Some 
state officials reported, however, that they had not begun work on altered 
standards of care guidelines, that is, for providing care while allocating 
scarce equipm^t, supplies, and personnel in a way that saves the largest 
number of lives in itwss casualty event, or had not coir^leted drafting 
guidelines, because of the difficulty of addressing the medico, ethical, and 
legal issues involved. We recommended that HHS serve as a clearinghouse 
for sharing among the states altered standards of care guidelines 
developed by individual states or medical experts. HHS did not comment 
on the recommendation, and it has not indicated if it plans to implement 
it.® Further, in our June 20(^ report on state and local planning and 
exercising efforts for an influenza pandemic, we found that state and local 
officials reported that they wanted federal influenza pandemic guidance 
on facilitating medical surge, which was also one of the areas that the 
HHS-led assessment rated as having “many m^or gaps” nationally amoi\g 
states’ influenza pandemic plans.® 


^'Antivirals can prevwjt or reduce the severity of a viral infection, such as influenza. 
Vaccines are used to stimulate the production of an immune system response to protect the 
body from disease. 

®GACW)8^. 

®GAOOS^. 
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Federal Agencies 
Have Provided 
Considerable 
Guidance and 
Pandemic-Related 
Information, but 
Could Augment Their 
Efforts 


The Njdaonal Pandemic Implementation Plan emphasizes that government 
and public health officials must communicate clearty and continuously 
with the public throughout a pandemic. Aca^ffiingiy, HHS, DHS, and other 
federal agencies have shared pandemic-related information in a munber of 
waj^, such as through Web sites, guidance, and state summits and 
meetings, and are using established networks, including coordinating 
councils for critical infiastructure protection, to share information about 
pandemic preparedness, response, and recovery. Federal have 

established an influenza pandemic Web site (www.pandemicflu.gov) and 
disseminated pand^nic preparedness checklists for workplaces, 
individuals and families, schools, health care and community 
organizations, and state and local governments. 


Howevery state and local officials from all of the states and localities we 
interviewed wanted additional federal influenza pandemic guidance from 
the federal government on ^ecific topics, such as implementing 
community interventions, fatality man^ement, and facilitating medical 
surge. Although the federal government has issued some guidance, it may 
not have reached state and local officials or may not have addressed the 
particular concerns or circumstances of the state and local officials we 
interviewed- bi addition, private sector officials have told us that they 
would like darificalion about the respective roles and responsibilities of 
the federal and state govenunents during an influenza pandemic 
emergency, such as for state border closures and influenza pandemic 
vaccine distribution. 


Perfonnance 
Monitoring and 
Accountability For 
Pandemic 

Preparedness Needs 
Strengthening 


While the National Pandemic Strategy and Implementation Plan identify 
overarching goals and objectives for pandemic plannmg, the documents 
are not altogether clear on the roles, responsibilities, and requirements to 
carry out the plan. Some of the action items in the National Pandemic 
Implementation Plan, particularly those that are to be completed by state, 
local, and tribal governments or the private sector, do not identify an 
entity responsible for carrying out the action. Most of the plan’s 
performance measures consist of actions to be completed, such as 
disseminating guidance, but the measures are not aiw^ cleariy linked 
with intended results. This lack of clear linkages makes it difficult to 
ascertain whether process has in fact been made toward achieving the 
national goals and objectives described in the National Pandemic Strategy 
and Implementation Plan. Without a clear lintaige to anticipated results, 
these measures of activities do not give an indication of whether the 
purpose of the activity is achieved. 
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In addition, as discussed earlier, the National Pandemic Implementation 
Plan does not establish priorities among its 324 action items, which 
becomes e^ecially important as agencies and other parties strive to 
effectively manage scarce resources and ensure that the most important 
steps are accomplished. Moreover, thc'National Pandemic Strategy and 
Implementation Plan do not provide information on the financial 
resources needed to implement them, which is one of six cimracteristics of 
an ^ective national strategy that we have identified. As a result, the 
docijments do not provide a picture of priorities or how adjustments might 
be made in view of resource constraints. 


Concluding 

Observations 


The recent outbreak of HlNl influenza virus should serve as a powerful 
reminder that the threat of a pandemic influenza, which seemed to fade 
Jfrom public awareness in recent years, never reaify disappeared. While 
federal agencies have taken action on many of our recommendations, 
almost half the recommendations that we have made over the past 3 years 
are still not fully implemented. For one thing, it is essential, given the 
change in administration and the associated transition of senior federal 
officials, that the shared leadership roles that have been established 
between HHS and DHS along with other responsible federal officials, are 
tested in rigorous tests and exercises. Likewise, DHS should continue to 
work with other federal agencies and private sector members of the 
critical infrastructure coordinating councils to help address the challenges 
of coordination and clarify roles and responsibilities of federal and state 
governments. DHS and HHS should also, in coordination with other 
federal agencies, continue to work with states and local governments to 
help them address identified g^s in their pandemic planning. Moreover, 
the 3-year period covered by the National Pandemic Implementation Plan 
is now over and it will be important for HSC to establish a process for 
updating the National Pandemic Implementation Plan so that the updated 
plan can address the gaps we have identified, as well as lessons learned 
from the current HlNl outbreak. 

Pandemic influenzas, as I noted earlier, differ from other types of disasters 
in that they are not necessarily discrete events. While the current HlNl 
outbreak seems to have been relative^ mild, it coiild return in a second 
wave this fall or winter in a more virulent form. Given this risk, the 
administration and federal agencies should turn their attention to filling in 
some of the gaps our work has pointed out, while time is still on our side. 
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Chairman Pryor, Senator Ensi^ and Members of the Subcommittee, this 
concludes ray prepared statement. I would be happy to respond to any 
questions you may have. 
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Attachment I: Open Recommendations from 
GAO’s Work on an Influenza Pandemic as of 
February 2009 



lltte and GAO product nunUjer 

Summary of open recommendations 

Status 

Influenza Pandemic: HHS Needs to 
Conflnue Its Actions and Finalize Guidance 
for Pharmaceutical Interventions, 
GAO*08-671 , September 30, 2008 

The Secret HHS should expeditiously 
finalize guidsmce to assist state and local 
jurisdictions to determine how to effectively 
use limited supplies of antivitals ar>d |xe- 
pandemic vaccine in a pandemic, including 
priontizing target groups for pre-pandemic 
vacdne. 

In December 20(», HHS released final 
guidance on antlvir^ drug use during an 
influenza pandemic. HHS officials informed 
us that they are drafting the guidance on 
pre-pandemic influenza vatoination. 

Influenza Pandemic: Federal Agencies 
Should Conflnue to Assist States to 

Address in Pandemic Planrring, 

GAO-OS-SaO, June 19, 2008 

The Secretaries of HHS and Homeland 
Security should, in coordination with other 
federal agencies, convene additional 
meetings of the states in the five feder^ 
influenza pandemic r^ions to help them 
address identified in ^eir planning. 

HHS and OHS officials indicated toat while 
no additional meetings are ;:tonned at this 
time, states will have to continuously 
update their p^demic plans and submit 
them for review. 

Influenza Pandemic: Opportunities Exist to 
Address Critical Infrasflvcture Protecflon 
Challenges That Requiie Federal and 
Private Sector Coordination, GAO-08-36, 
October 31, 2007 

The Secretary of Hwnelarrd Security should 
work with sector-specific agencies and lead 
efforts to encourage the government and 
private sector members of the councils to 
consider and help address the challenges 
that will require coordination between the 
federal and private sectors involved with 
critical infrastructure ar>d witi^in the various 
sectors, in advice of, as well as during, a 
pandemic. 

OHS officisris informed us that the 
d^artment is woriring on initiatives, such 
as developing pandemic contingency plan 
guidance tailorW to each of the critic^ 
infrastnicture sect<MS, and holding a series 
of webinars with a number of foe sectors. 

Influenza Pandemic: Fuilher Efforts Are 
Needed to Ensure Clearer Federal 
Leadership Roles and an Effective National 
Strategy, GAO-07.781. August 14, 2007 

Influenza Pandemic: Opportunities Exist to 
Clarify Federal Leadership Roles and 
Improve Pandemic Planning, 
GAO-07-1257T, September 28, 2007 

(1 ) The Secretaries of Homeland Security 
and HHS should work together to develop 
and conduct rigorous testing, training, and 
exercises for an influenza pandemic to 
ensure that the federal leadership roles are 
clearly defined and underwood and that 
leaders are able to effectively execute 
shared responsibilities to address emerging 
challenges. Once the leadership roles have 
been clarified through testing, bsining, and 
exercising, the Secretaries of Homeland 
Security and HHS should ensure that these 
roles are clearly understood by state, local, 
and tribal governments; the private and 
nonprofit sectors; and the International 
community. 

(1) HHS and OHS officials stated that 
several influenza pandemic exercises had 
been conducted since November 2007 that 
involved both agencies and oth^ federal 
officials, but it is unclear vfoether these 
exercises rigorously tested federal 
leadership roles in a pandemic. 
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Attachment I: Open Becomioendations from 
GAO’s Work on an Inflnenza Pandemic as of 
Febmary 2009 


Title and GAO product number 


Avian Influenza: USDA Has Taken 
Inportant Steps to Prepare for Outbreaks, 
but Belter Planning CouM Improve 
Rei^nse, GAO-07-^2, June 1 1 , 2007 


Summary of open recommendations 
(2) "Hie Homdand Security Council (HSC) 
should estabftsh a spedfic process and 
time frsuTte for updating the National 
Pandemic ImplementaWon Plan. The 
process should involve key nonfederal 
stakeholders and incorporate lessons 
learned from exercises ar>d other sources. 
The National Parrdemic Impiementation 
Plan shrxild also be impro^ by including 
the following information In the next update: 
(a) resources and inv^tments needed to 
complete foe action Items and where they 
should be targeted, (b) a process and 
schedule for monitoring and publicly 
reporting on progress made on completing 
the action items, (c) cleeuer linkages with 
other strategies and plans, and (d) clearer 
descriptions of relationships or priorities 
among action items and greater use of 
outcome-focused performarx^e measures. 

(1 ) The Secretaries of Agriculture and 
Homeland Security ^ould develop a 
memorandum of urrderstanding that 
describes how foe U.S. Department of 
Agriculture (USDA) and DnS will work 
together in the event of a declared 
presidential emergency or major disaster, 
or an Incident of l^tional Significance, and 
test the effectiveness of this co^ination 
during exercises. 

(2) The Secretary of Agriculture should, in 
consultation with ofoer federal agencies, 
states, and foe poultry industry, identify the 
capabilities necessary to respond to a 
probable scenario or scenarios for an 
outbreak of highly pathogenic avian 
influenza. The Secretary of Agriculture 
should also use this informafion to develop 
a response plan that idenfifies the critical 
tasks for responding to foe selected 
outbreak scenario and, for each task, 
identifies foe responsible entities, the 
location of resources needed, time frames, 
and completion status. Finally, foe 
Secretary of Agriculture should test these 
capabilities in ongoing exercises to identify 
gaps and ways to overcome those gaps. 


Status 

(2) HSC did not comment on foe 
recommendation and not indicated if it 
plans to implement it. 


(1 ) Both USDA and DHS officials told us 
that they have taken preliminary st^9s to 
develop additional clarity and better define 
their coordination roles. For example the 
two agencies meet regulariy to discuss 
such coordination. 


(2) USDA officials told us that it has created 
a draft preparedness and response plan 
that identifies federal, state, and local 
actions, timelines, and responsibilities for 
responding to highly pathogenic avian 
infiuenza, but the plan has not been issued 
yet. 
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Attadbmeat 1: Open SecommendatioBS from 
GAO’S Work on an Inflnenaa Pandemic as of 
Febraary 2009 


Title and GAO FHVduct number 


Summary of open recommendations 

(3) TTie Seo’etary Agriculhire should 
develop standard criteria for the 
ccKT^nents of state response plans for 
highly pathogenic avian influenza, enabling 
states to develop more complete plans and 
enabling USDA offtcisUs to more ^ectively 
rewew them. 

(4) The Secretary of Agriculture should 
focus additional work with states on how to 
overcome potential prc^ms associated 
with unresolved issues. as the 
difficulty in locating backyard birds 
disposing of carcasses arfo materials 


(5) The Secretary of Agriculture should 
determine the amount of antiviral 
medication that USDA would need in order 
to protect animal health responders, given 
various highly pathogenic avism influenza 
scenarios. The Secretery of Agriculture 
should also determirre hw to obtain and 
provide supplies wifoin 24 hCHjrs of an 
outbreak. 


Stetus 

(3) USDA told us foat it has drafted large 
volumes of guidance documents ttiat are 
a>tei!^e on a secure site. Howev©', 
foe guidance is still under raview and it is 
not clear what starfoard oiteria from these 
documents USDA officials and stetes 
should appriy wh^ developing and 
revievwng pHans. 

(4) USDA officials ha\te told us that the 
agency has develc^ired online tools to help 
states make effective decisions about 
carcass disposaJ. in addition, USDA has 
created a seoiia Internet site that contains 
draft guidance for disease response, 
induing highly pathogenic avian influenza, 
and it includes a discussion about many of 
the unresolved issues. 

(5) USDA officials told us that foe National 
Veterinary Stockpile now contains erK>ugh 
antiviral medication to proterd 3,000 animal 
health responders for 40 da^. However, 
USDA has yet to determine the number of 
individuals that would need m^icine based 
on a calculation of those eiqjosed to the 
vinjs under a specific scenario. Further, 
USDA officials told us that a contract for 
additional medication for the stockpile has 
not yet been secured, which would better 
ensure that medications are avaiisfole in foe 
event of an outbreak of highly pathogenic 
avian influenza. 


SoutM: OAO. 
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Chairman Pryor, Ranking Member Ensign, members of the subcommittee, my name is John 
Thomasian and I am the director of the National Governors Association Center for Best 
Practices (NGA Center). I appreciate the opportunity to testify before you today on pandemic 
influenza preparedness and what remains to be done to close potential gaps in the nation's 
capacity to respond. My comments today are based on our previous work with states on 
pandemic planning as well as our recent experience helping states on issues concerning the 
HlNl influenza virus. 

The NGA Center develops innovative solutions to today's most pressing public policy challenges 
and is the only research and consulting entity that directly serves all of the nation's governors. 
The NGA Center's policy experts provide governors information, technical assistance, and best 
practices on a full spectrum of policy issues, including education, health care, the environment, 
homeland security, public safety, and economic development. 

Background 

The NGA Center has been at the forefront of state pandemic preparedness planning for several 
years, starting in 2006 with the publication of a primer for governors and senior state officials 
on the need for robust, cross-sector planning. We followed the publication of that primer with a 
series of regional workshops throughout 2007 and early 2008 (NGA Center materials on 
pandemic influenza may be found on our web site, www.nga.org). These workshops 
emphasized the institutional, governance, and public safety aspects of pandemic preparedness 
that were designed to ensure that society, government, and the economy continued to 
function. Issues we explored included: 

• Interagency coordination; 

• How to manage workforce reductions; 
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• How to maintain essential services such as law enforcement and fire fighting; 

• Arrangements with the private sector to ensure the availability of food and other 
necessities; and 

• Public education and communication. 

The workshops, held in partnership with the Association of State and Territorial Health Officials 
and with funding from the Department of Health and Human Services, involved every state, the 
District of Columbia, and four of the five U.S. territories. Participants in the workshops 
consisted of 3- to 7-member teams from each state, selected by their governor. Team 
members represented diverse backgrounds and responsibilities, including emergency 
management, public safety, public health, education, local government, and the private sector. 

The workshops challenged states to identify gaps in their own plans and used as a planning 
scenario a "worst case" event built around the example of the 1918 pandemic. Thus, we asked 
states to consider an infection rate of 30 percent of the U.S. population (approximately 90 
million people), with 1.5 million people needing intensive hospital care and 742,000 requiring 
ventilators. This scenario also included an estimated 1.9 million deaths, with up to 40 percent 
of the workforce unavailable during each of three expected pandemic waves. Economic costs to 
the nation were estimated in the range of $500 billion in 2004 dollars— a reduction in GDP of 
approximately 5 percent. This scenario was consistent with federal guidance issued to assist 
states in developing their pandemic preparedness strategies. 

I mention this because our workshops asked states to envision a far more catastrophic event 
than we have as yet encountered with the new HlNl virus. In contrast to a 1918-type scenario, 
the HlNl virus so far has proved to be relatively mild, with 8,975 cases and 15 deaths in the 
United States and, as of June 1, 17,410 cases and 115 deaths worldwide. 

My comments today are based on our observations of state preparedness from our workshops 
as well as our more recent work assisting governors, state homeland security advisors, and 
other state agencies in managing the response to the HlNl situation during this spring. I will 
focus on five key areas: 

• Information sharing between states and the federal government; 

• Interagency coordination within states and between states and the federal agencies; 

• School closing decisions; 
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• Continuity of government and coordination with the private sector on critical services; 
and 

• Communication with the public. 

1 will attempt to describe the preparedness status of each issue as we encountered it in our 
workshops and during the recent outbreak. 

Information Sharing 

Awareness of the presence or absence of disease at the local, state, and national levels is 
essential to implementing mitigation strategies that deliver optimum public health benefits 
while minimizing negative side effects. At the time of our workshops, we concluded that no 
system then existed to provide state officials with a clear picture of the situation in their states, 
in neighboring states, or in other parts of the country. 

The recent experience with the MINI virus illustrates the improvement in information sharing 
since our 2007-2008 workshops. The flow of information from the federal government to the 
states, and from the states to federal agencies, was near-constant during the initial weeks of 
the outbreak. Case counts were updated daily, morbidity and mortality figures were readily 
available, and federal agencies— in particular the CDC but also the Department of Homeland 
Security— were proactive in their efforts to push information and guidance to state and local 
government officials. Similarly, interagency communications at all levels of government 
appeared to be robust: Health agencies were talking to the public safety and education sectors 
at the federal, state, and local levels, and federal agencies' plans and strategies appeared to be 
well-coordinated. States, overall, were very pleased with the quality and quantity of 
information they received from the federal government. 

There were some early "glitches," however, that should be easy to correct. We did hear 
complaints that the briefings used to deliver information to the states were not well- 
coordinated and resulted in too much time spent hearing redundant information. Both CDC and 
DHS established daily conference calls to brief relevant state officials on new or updated 
information, and confusion existed as to whether each briefing contained new information or 
simply repeated an earlier briefing for a different audience. Early in the outbreak, the calls 
sometimes ran concurrently, which resulted in some federal officials being unavailable for one 
call because they were briefing state officials on another call. Later, the calls were scheduled to 
run consecutively. This, however, resulted in state officials spending several hours each day 
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monitoring conference calls to ensure they were up to speed on the latest information and 
guidance. 

Moving forward, we would suggest that DHS and CDC coordinate a single or twice-daily briefing 
with states on flu developments. States, for their part, would urge all of their key agency 
officials to join that daily briefing. The purpose of the briefing would be to provide essential 
situation updates and suggested response actions. This daily briefing would not preclude other 
conversations, but would offer some assurance that all essential information could be obtained 
in one call and, thus, free up more time for in-state activities. 

Another issue that arose was the need to support more information exchange among states. In 
our work to support the state homeland security directors, they stressed a desire for more 
information on what other states were doing. To help address this issue, we began issuing 
weekly updates to the governors homeland security directors on various state actions. Two 
examples of these updates are attached. We would plan on continuing this work if another 
outbreak occurred and would welcome working with DHS and other federal agencies to 
examine how to improve this type of cross-state information exchange. 

Interagency Coordination 

interagency coordination within states and between states and the federal government is 
crucial for an effective pandemic response. At our workshops, we found that many of the state 
interagency teams were meeting for the first time and were not fully aware of what each team 
member's responsibilities were in a pandemic. Although state plans define the responsibilities 
of each agency, many states had not had the opportunity to practice their roles in an 
interagency exercise. In addition, many state teams were unsure what roles each of the federal 
agencies were to play in a pandemic. 

Based on the response to the recent outbreak, we can report the situation today is much 
improved. For one, the key federal agencies— CDC and DHS— appeared to be working together 
and did a good job articulating their scope of responsibilities to the states. 

At the state level, preparedness exercises, including our workshops, had given state agencies 
the opportunity to learn and practice their roles and establish relationships among agency 
officials. At the early stages of the outbreak, states quickly "stood up" their public health 
emergency response teams but, more importantly, state homeland security advisors were 
quickly engaged to begin coordinating an overall state response. Many states soon began to go 
beyond the walls of their health departments and lay the groundwork to mobilize broader state 
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resources through emergency declarations and other actions. Examples of these actions can be 
found in our weekly updates (attached). 

As we look ahead, we must recognize that good interagency coordination can be ephemeral. It 
needs to be exercised regularly to work properly. To ensure that it not become a gap or 
challenge, states must have the opportunity to work through response actions periodically with 
other agencies and the federal government. A truism in state emergency preparedness is that 
states are most ready for a disaster right after experiencing the last one. States and the federal 
government are more prepared to address a pandemic event today because they responded to 
an actual outbreak in April and May. This type of readiness deteriorates quickly, however, and 
at this moment there are no designated resources available to all states to conduct multiagency 
preparedness exercises. 

School Cbsure 

The issue of school closure presents perhaps the most complicated pandemic-related challenge 
for officials at all levels of government. The issue was a topic of intense discussion at each of 
our regional workshops, and state officials obviously were struggling with the implications of a 
long-term closure early in their efforts to plan for a pandemic. The issue is multi-faceted: 

• The disease-mitigation benefits of closure or class dismissal must be weighed against 
the impact on the availability of workers throughout the local economy, as some 
workers will need to care for school-aged children. 

• School closures disrupt the school year and the educational continuity for affected 
children. They affect testing schedules and district budgets. They also disrupt school- 
based nutrition and counseling programs. 

• Colleges and universities have particular challenges that also must be addressed, 
including dormitory-style living quarters that could facilitate the spread of disease and 
the presence of international students who may not be able to return home easily, 
particularly if limits on international travel are in place. 

During the HlNl event earlier this spring, the issue of school closure received significant 
attention from the national media and from government officials who were attempting to react 
swiftly to stop the virus from spreading. To their credit, officials at the federal and state levels 
began considering school closure almost immediately as a non-pharmaceutical intervention 
that promised to at least slow the spread of the virus until better information became available 
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about the nature of the threat This was an entirely appropriate response given the information 
available at the time. 

Inconsistencies soon arose when attempting to implement school closure policies. One issue 
was that CDC's written guidance directed state and local officials to consider closing schools 
based on laboratory-confirmed cases, while public comments by some federal officials 
indicated closure decisions should be made based on suspected or probable cases. This created 
confusion among state officials and resulted in divergent approaches, with schools in one state 
closing only when cases had been confirmed and schools in a neighboring state closing based 
on probable cases. How long to close also was an issue. Many used a two-week timeframe or 
even longer, but that may prove unnecessary if no further cases were discovered in the student 
body after five days. 

Also missing from the equation was a public explanation of the potential costs, possible 
benefits, and expected limitations of school closure. Parents in some communities accused 
government officials of acting too precipitously and complained of lost wages and unscheduled 
absences. In other communities, parents complained that schools did not close quickly enough, 
or that they opened too soon after initial closing, resulting in further spread of the virus. 
Meanwhile, national media lost no time in heading to local shopping malls to photograph and 
interview high school students who simply swapped school hallways for mall food courts as a 
venue in which to share viruses. 

A serious public discussion must take place around the issue of school closure to clarify its 
ultimate purpose: not to cure disease, but rather to slow the spread of the virus in a 
community, to "flatten the curve" of peak illness and, essentially, to buy time until a vaccine 
can be produced. School closure is not a "silver bullet,” and the public must be made aware of 
both its benefits and its limitations. 

More detailed advice from CDC would be welcomed by states so they could implement a more 
consistent approach to school closure. Such guidance could be flexible, and designed to adapt 
as more information is known. For example, in the early stages of a new outbreak, a higher 
infection rate (i.e., ratio of infection, or RO) might be assumed, thus suggesting aggressive 
closure policies. As more is learned and research suggests lower infection rates, guidance can 
shift to suggest closure only after a certain number of cases are confirmed. In any case, more 
work is needed in this area to craft good guidance. 


7 I P a g e 




55 


"Pandemic Influenza: Closing the Gaps" 


Continuity of Government and Coordination with the Private 
Sector on Critical Services 

Two issues emerged in our 2007 and 2008 workshops that were directly related to the expected 
high degree of absenteeism resulting from a pandemic: the need for improved continuity of 
government planning and the need for states to coordinate more closely with the private sector 
to ensure the availability of critical goods and services. 

All states have continuity of government or continuity of operations plans for general 
emergencies, and in many cases states included annexes to agency continuity of operations 
plans to address the unique Workforce shortages likely during a pandemic, in some cases, 
however, we found that states were relying solely on their traditional continuity plans, which 
do not reflect the specific challenges of maintaining government operations and protecting 
workers during a pandemic. We have recommended that states examine and, where necessary, 
develop or improve policies to increase the willingness and ability of personnel to perform their 
duties. States should consider expanded policies on telecommuting as well as condensed or 
amended schedules or operating hours for some agencies. Policies also must be developed to 
address the need of some workers to care for sick family members, or for children affected by 
school closures, for extended periods of time, and to balance those needs against government 
continuity requirements. 

States also must work more closely with the private sector to ensure the availability of essential 
goods and services during a pandemic. The public sector relies heavily on the private sector for 
a range of products and services, including critical infrastructure such as water, electricity, food 
and telecommunications services. Similarly, the private sector's ability to weather a pandemic 
will require close collaboration with the public sector on policies that could affect worker 
availability, supply chain reliability, and the provision of public safety services. As a result, 
efforts to control the spread of disease at the community level— including closing schools, 
limiting public gatherings, and restricting public transportation services— must be implemented 
with recognition of their effect on the ability of the private sector to deliver critical services. 

Because the HlNl outbreak has so far been relatively mild, continuity planning and public- 
private coordination strategies were not tested and remain among the "unknowns" of our 
preparedness for a more serious event. We do know that some states had reviewed their 
continuity plans and were considering strategies for implementing those plans, at least In the 
early days of the outbreak, but the strategies were never tested in a real-world environment. 
Similarly, we still do not know whether states are engaging sufficiently with their private sector 
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employers to ensure their respective continuity efforts adequately reflect their 
interdependencies. Nor do we have a clear sense of whether the private sector in general is 
amply prepared. This is an area that requires attention as we move forward. 

Communication with the Public 

The key to any effective pandemic response is a fully engaged and educated public. During our 
workshops in 2007 and 2008, there was concern that the public was not engaged in the 
discussions about pandemic preparedness. The public seemed aware of the potential threat 
from a human-to-human transmittable version of avian flu, but confused about what they 
should do about it. In the two years since the last workshops, states and the federal 
government made strides informing the public and the media about the ramifications of a 
pandemic. Both levels of government have stressed general preparedness and focused on self- 
reliance strategies such as stockpiling food, water, medicines and other necessities. However, 
the public still is not sufficiently educated on the type of actions that might be undertaken to 
stop the spread of the flu, and this creates a great deal of confusion around such issues as 
school closings, quarantine, public distancing, and travel restrictions. 

In the recent outbreak, the federal government did a good job keeping the public and media 
informed. In addition, the mainstream media provided good reporting to the public about the 
spread of the disease and what individuals could do to avoid infections. However, because 
clear explanations were not provided about the value (or lack of value) of such actions as school 
closures and travel restrictions, there was confusion in the early stages. Moreover, the lack of 
clarity from the World Health Organization on the definition of pandemic and the different 
levels it uses to identify a pandemic threat only added more confusion and anxiety. 

At the state level, almost every state created or updated their pandemic Websites. The sites 
informed the public about the situation in the state and nation and provided steps that citizens 
could take to avoid infection or limit its spread. However, a full explanation on the type of 
actions states and the federal government might take to prevent further spread of the disease 
generally was lacking. CDC and DHS did an excellent job early in the outbreak describing the 
nature of the health threat and providing information on the status of the disease, but they did 
not explain well what type of actions might be used to stop the flu's spread, in these early 
stages, the federal government and states need to better explain what actions are being 
considered and why (e.g., school closings, voluntary isolation when sick, and cancellation of 
public events) and which actions likely will be avoided and why (e.g., quarantine and travel 
restrictions). 
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To address this gap, we recommend that the public be engaged in substantive discussions 
about issues with difficult ethical dimensions, including: 

• The need for self-enforcement of community mitigation efforts, in particular to ensure 
that children dismissed from school do not simply re-congregate in other settings that 
are equally conducive to virus transmission; 

• Triage and rationing of health care, including the prioritization of medicines and scarce 
medical equipment such as ventilators; 

• Voluntary quarantine and isolation as disease-mitigation strategies; and 

• The value, risks, costs, and limits of more aggressive actions, such as enforced 
quarantine and travel and trade bans. 

The window for effective engagement is now open, as the public again appears to understand 
the threat posed by emerging diseases and the reality of influenza pandemics. However, the 
relative mildness of the HlNl outbreak thus far may be causing some complacency among the 
public and may have reinforced the skepticism in some quarters that the pandemic threat is not 
as real or as significant as public health and other officials have warned. 

Conclusion 

In conclusion, states have made strides in the last three years to improve their ability to 
respond to the full range of issues they are likely to encounter during a severe pandemic. But 
significant work remains. 

The HlNl outbreak this spring was not a test of a worst-case or even moderate pandemic 
scenario, but it did serve as a strong wake-up call to officials and agencies at all levels of 
government— and hopefully to the public as well— that the threat of a pandemic is real, even if 
the severity of the disease is unpredictable. We should take advantage of this renewed 
attention to close the gaps stiil remaining and maintain a high level of readiness. 

We are presented with a unique opportunity; we have several months before the onset of the 
next influenza season. Scientists warn that the HlNl could return at that time in a more-potent 
form. We should use the intervening months to address the weaknesses the initial outbreak 
exposed: 
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• Federal agencies should clarify the guidance on school closures to ensure consistency 
and, to the extent possible, include a discussion of the impacts school closures could 
have on state and local economies. 

• Information exchange mechanisms should be improved so that state and local officials 
are not required to monitor phone calls for several hours each day. 

• The public absolutely must be engaged over the next several months in a concerted 
outreach effort to explain the benefits and costs of school closures and other mitigation 
strategies and to solicit their participation and cooperation so that maximum benefits 
accrue from any decision requiring a change in public behavior. 

• The federal government should encourage and support state efforts to hold periodic 
pandemic exercises that practice response coordination with federal agencies, local 
governments, and the private sector, review communication strategies with the public, 
and engage multiple agencies in the state, including public safety and health. 

Thank you for the opportunity to appear before you today. I am pleased to answer any 
questions you might have. 
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Summary of State Actions and Selected Federal Actions 
to Address HlNl Swine Influenza Outbreak 

May 1, 2009 


State Web Sites/ Pages 

52 states and territories have set up web sites or pages on their state portals dedicated to the HlNl 
influenza outbreak. 

Public Health Emergency Declarations 

New York Governor Paterson, Wisconsin Governor Jim Doyle and the Virginia State Health 
Commissioner have declared a Public Health Emergency in their respective states. In addition, Iowa 
Governor Chet Culver has prepared a declaration for a Public Health Emergency. 

State of Emergency and Other Gubematoria I Declarations 

Four states have issued various gubernatorial declarations: 

• California Governor Arnold Schwarzenegger has declared a state of emergency to hasten 
government services by suspending non-competitive contract bids for services needed to combat 
&e outbreak and by waiving certification requirements to expand lab capabilities in the state and 
to pursue federal assistance; 

• Illinois Governor Pat Quinn has issued a gubernatorial proclamation to mobilization state assets 
and aid in the distribution of medical supplies; 

• Maine Governor John Baldacci has proclaimed a civil emergency to activate the Maine Pandemic 
Influenza Plan, activate elements of the national guard and expedite funds; and 

• Texas Governor Rick Perry has issued a disaster declaration to allow the state to implement 
emergency protective measures and seek reimbursement under the federal Stafford Act. 

Activation or Partial-Activation of State Emergency Operation Centers (EOCsl: 

Eight states and territories have activated or partially activated their state EOCs or state public health 
EOCs. California. Delaware. Illinois. Indiana and Rhode Island have activated their state EOCs. Guam 
and Michigan have partially activated their EOCs. In addition. North Dakota activated the state’s public 
health EOC. 

Engagement with the National Guard 

Four states — Illinois. Nevada. Vermont and Wisconsin— have activated their National Guard or requested 
their help in dispensing antiviral medication. 

School Closures 

According to the U.S. Department of Homeland Security, as of Friday, May 1, 2009 approximately 1 1 
states have closed at least one school. 

Other State Actions 
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• Maiyland has opened the Maryland Swine Flu Command Center . 

• Vermont Governor James Douglas ordered the Vermont National Guard to ship nearly 30,000 
courses of antiviral medicine to hospitals around the state on Wednesday. Also, Vermont has 
issued guidance that migrant workers oo.se no significant flu threat, as migrant workers are 
already well-established in the United States. 

• Indiana halted visits to prison inmates and at least two schools canceled classes Thursday in the 
state's latest steps to prevent the spread of the swine flu virus. 

• Delaware Governor Jack Markell requested a CDC advisory team to assist the state in response to 
the HlNl virus. 

Selected Federal Actions 

• Per CDC, 25 states have received their initial SNS allotment, 24 other states have received 
partial shipment, 7 shipments are en route and 6 shipments are moving from the SNS 
warehouses today. The first push of SNS to frie states is to be completed by May 8*. (DHS 
Intergovemmentd Affairs Csill, May 1”, 2009) 

• FEMA is developing guidance on how to use current UASI and SHSGP funds for response to 
the HlNl virus. (DHS Intergovernmental Affairs Call, May 1", 2009) 

• CDC will release guidance to the states via their website at httD://www.cdc.gov/hlnlflu/ 

• CDC is preparing interim direction for use of existing CDC Preparedness Grant funds for 
emergency response (CDC Daily Conference Call, Thursday, April 30*). 

• Per HHS Secretary Sebelius, CDC will have updated interim guidance o n K-12 school 
closings, higher education school closings and day care facilities. Guidance is current as of 
May l’',2009. 
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HlNl Influenza: Summary of State Actions 
For the week ending May 8, 2009 

The following is a brief summary of state actions concerning the HlNl influenza outbreak. NGA’s 
research is based on state press releases and open source media, and this summary is by no means 
comprehensive. If you would like to add your state actions to this summary, submit corrections and 
updates, or would prefer NGA track additional information, please contact dhenrv@nga.org . 

State Web Sites/ Panes 

52 states' and teiritories have set up web sites or pages on their state portals dedicated to the HlNl 
influenza outbreak. 

Community Mitigation Strategies 

States have instituted social distancing measures in state prisons. South Carolina has suspended person- 
to-person visits. In addition to prison visits, Louisiana Governor Bobby Jindal has suspended tours of 
prison fecilities. 

Mutual Aide Activations: 

Tennessee has begun assisting Texas in lab testing of suspected HlNl cases. Tennessee’s outbreak and 
lab workloads have been light compared to a 3,500 case backlog in Texas. Temiessee received 400 
samples this week to begin lab testing, 

SNS Deployment 

Colorado utilized a public/private partnership to distribute SNS medical supplies to 13 dispensing sites in 
the state. Additionally, Hawaii and Ohio National Guard units are tasked in their state pandemic plans to 
assist in SNS deployment'. The Michigan 'Volunteer Defense Force — an element of the State Militia 
under the command and control of the Michigan National Guard — was deployed to assist the Michigan 
Department of Community Health with antiviral logistics and distribution". 

State EOC Activations Update: 

Utah made a partial activation of the state EOC on Monday April 27*, using WebEOC as a primary 
monitoring tool. The Utah Department of Health has an active departmental operations center and a Joint 
Information Center (JIC) that is coordinating public media and information to the state EOC”. Ohio has 
followed a similar structure, and is issuing daily situation reports from the state EOC . As of May 4*, 
South Carolina’s Health and Environmental Control Departmental Operations Center is open". 

School Closures 

CDC issued undated interim guidance on school closings for K-12 this week. Additionally, CDC has 
issued updated interim guidance for higher education . 


' Per MG Robert Lee, Hawaii HSA; Ohio Emergency Operations Center 
“Per BG MBce McDaniel, Michigan HSA 
Per Keith Squires, UT HSA. 

Per Blair Goodrich, SC Governor Sanford’s Washington Representative, 
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Good afternoon, Chairman Pryor, Ranking Member Ensign and members of the Committee. 
Thank you for inviting me to testify before your Committee to update you on the state and 
territorial response to the novel MINI influenza A epidemic and the readiness of health agencies 
for a potential future influenza pandemic. States are working with federal and local governments 
and the private sector to effectively respond to this ongoing outbreak and prepare for continued 
response in the fall should this virus become more lethal. 

I am Dr. Paul Jarris, Executive Director of the Association of State and Territorial Health Officials 
(ASTHO). ASTHO is the national nonprofit organization representing the state and territorial 
public health agencies of the United States, the U.S. Territories, and the District of Columbia. 
ASTHO Members, the chief health officials of these jurisdictions, are dedicated to formulating 
and influencing sound public health policy and to assuring excellence in state-based public health 
practice. 


A Strong Govo-nmental Public Health System at Work 

The Governmental public health system (federal, state, territorial, and local) is front and center as 
we prepare for, respond to, and recover from disease outbreaks including pandemics. States and 
territories have made significant progress in pandemic planning as evidenced by our effective 
response to the ongoing HlNl epidemic. A recent Harvard School of Public Health survey 
showed that more than 80 percent of Americans are satisfied with the way public health officials 
have managed the response to the HlNl outbreak. Eighty-eight percent of Americans are satisfied 
with the information public health officials provided to them. 

Despite the challenges of the current economy, federal, state, territorial, and local governments 
have come together to serve the American people as a unified enterprise. Throughout the last 
month and a half, the Centers for Disease Control and Prevention (CDC), ASTHO, state, 
territorial, and local public health departments have stood up their emergency operations centers. 
In May, ASTHO detailed our preparedness specialists to the CDC’s Emergency Operations Center 
in Atlanta to serve as a liaison officer at their State and Local Desk. CDC, ASTHO and the 
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National Association of County and City Health Officials moderated daily conference calls with 
state and local public health leadership to maintain real time situational awareness. ASTHO also 
facilitated regular regional conference calls between the states and their federal regional 
representatives to tackle and coordinate vexing planning and response issues. On a daily basis we 
shared best practices among states for the benefit and use of every agency. ASTHO provided a 
critical interface between state and territorial response and federal planning and coordination. 


State and Territorial Public Health Preparedness 

In FY 2006, Congress invested $600 million in slate and local pandemic influenza supplemental 
funding to support three years of preparedness activities. This funding was fiilly expended in 
August 2008. The federal investment enabled state and territorial health departments to lead the 
development of comprehensive pandemic influenza operational plans. Health agencies have 
partnered with agriculture, homeland security and emergency management, education, justice, 
labor, transportation, treasury and commerce, and other state and federal agencies to drill, revise, 
and refine plans to meet the goal of continuous state operations during a pandemic or other 
disaster. 

Since December 2005, when the first emergency pandemic influenza supplemental was 
appropriated, state and territorial public health agencies have developed and tested antiviral drug 
distribution plans; purchased medical and other response supplies including antivirals, ventilators, 
respirators, laboratory equipment, and personal protective equipment; and exercised their plans for 
mass vaccination. At this moment, states and territories are carefully considering, and carrying out 
community mitigation strategies such as closing schools as recommended by federal guidance. 

Prior to the current outbreak, all states and territories had their pandemic influenza operational 
plans assessed by a team of U.S. Government experts and their findings were reported to the 
Homeland Security Council. The comprehensive, effective, and integrated response with the CDC 
to HlNl is a result of the investment Congress made in state and territorial public health 
preparedness. 
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State and Territorial HlNl Response 

State and territorial health agencies are on the front line of our nation’s response to this novel 
influenza epidemic. Disease investigators are on the ground 24 hours a day, 7 days a week to 
detect infectious disease outbreaks and our state laboratories stand ready to test specimens to 
identify new and seasonal influenza strains. Our top priority is to protect the public’s health, no 
matter what the situation. State and territorial public health officials prepare for and respond to all 
health threats including infectious disease outbreaks, natural or man-made disasters, and food 
borne illnesses. Public health agencies also understand the complex and devastating effects of 
pandemics. 

However, the current epidemic is occurring during a period of economic hardship. State, 
territorial, and local health departments are suffering the same effects of the current recession as 
other sectors of the economy. State, county and municipal budget shortfalls have resulted in the 
loss of over 1 1,000 public health workers in the past year, and additional job losses are expected 
during the remainder of this year. As more public health professionals are laid off to balance state 
and local budgets, health departments will become even more strained in the fall, should HlNI 
turn out to be more lethal. There is no dedicated public health emergency reserve fund states can 
draw from to pay for the response. 

We need to build our workforce now so that we can sustain the current response and prepare for 
the future. Health departments are stretched to the limit working long and extra shifts, while 
remaining ever vigilant to handle other emergencies as they occur. We do not have the personnel 
and financial capital to continue this level of response over a long period. Right now states must 
also be prepared to respond to other public health threats arising from flooding, hurricanes, 
tornadoes, and wildfires. Sustained investment is needed. But, federal public health emergency 
preparedness and hospital preparedness funding for states and localities declined approximately 25 
percent since 2005 and state budget cuts prevent us from absorbing these losses. 

Further, state and territorial health departments are committed to carrying out mandated essential 
functions such as conducting restaurant inspections, maintaining a safe water supply, providing 
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maternal and child health services, screening newborns, giving immunizations, and numerous 
other activities critical to the public’s health. Even before the outbreak, over 60 percent of health 
departments had reduced public health services, and 30 percent had eliminated entire programs. 
Additional reductions may be required to balance state budgets. These cuts cannot continue while 
more and more people in the U.S. are relying on our health departments to provide critical, front 
line services to protect their health. 

It is essential that the state and local public health workforce and infrastructure be reinforced to 
enable enhanced influenza surveillance, case detection, epidemiological investigation, laboratory 
testing, medical surge capacity, fatality management, and disease control measures in the event 
that this novel virus returns with increased deadliness in the fall of 2009, as occurred in 1918. The 
federal government can purchase enormous quantities of new HlNl vaccine but without the 
public health workforce to distribute and administer it the vaccine will do no good. 

Previous federal investments made possible the effective federal, state, territorial, and local 
response to HlNl virus over the last six weeks. Nevertheless, gaps remain and existing resources 
dedicated to preparedness are insufficient to carry on our response to this novel virus. The current 
epidemic stressed our diminished public health workforce after only a few weeks of response. A 
severe epidemic or pandemic will require a three to six month mobilization. Sustaining a response 
of this magnitude is not possible given the current human and financial resources available to 
state, territorial, and local public health agencies. Moreover, during the fell, public health will 
need enhanced surveillance to detect influenza outbreaks and sort out illness caused by seasonal 
influenza versus illness caused by a return of the novel HlNl virus. 

We must be prepared to sustain a public health response should we face a pandemic with the 
severity and duration that requires rapid dispensing of antivirals to millions of sick or exposed 
individuals, launching a national vaccine campaign for hundreds of millions of Americans, and 
providing professional medical attention in the face of an overwhelmed health care system. 

State and territorial health agencies will continue to work with the U.S. Department of Health and 
Human Services and U.S. Department of Homeland Security to continue to refine and improve 


4 



67 


pandemic influenza plans and welcome additional federal guidance on the roles and 
responsibilities of health departments to enhance our readiness and best utilize scarce resources in 
the event of a pandemic. 

Allow me to mention three key areas where we can improve our readiness: 

Disease Surveillance - We need more epidemiologists on the ground to identify outbreaks, 
monitor the spread of a disease, and inform our response as the outbreak continues. We 
recommend investing in standardized electronic reporting systems and centralized databases to 
analyze and respond to geographically widespread outbreaks. It is essential that we have real time 
capabilities to monitor the prevalence of diseases and identify which populations are most 
susceptible to certain illnesses whether it is pregnant mothers, children, young adults, or the 
elderly. 

Laboratory Capacity - During our response, public health laboratories quickly exceeded testing 
capacity. Not only were there not enough laboratorians to maintain three shifts seven days a week, 
but states also needed additional reagents and other equipment to run the large number of tests 
required throughout this outbreak. Going forward state health laboratories would benefit from 
increased investment in electronic health information infrastructure. We recommend increasing 
our nation’s investment in bi-directional data exchange of laboratory test orders and results with 
CDC. Our country would also benefit from interoperable regional electronic laboratory 
information sharing networks among state laboratories and health departments. Stronger 
laboratory capacity will speed our detection of potential cases and enhance our understanding of 
the characteristics of novel viruses. 

Public Health Nursing - State and territorial public health nurses make up 25 percent of a health 
department’s workforce. They are a critical component of our public health infrastructure 
providing expert advice and guidance to the public and health professionals. Public health nurses 
frequently oversee crucial emergency response activities such as the mobilization of mass 
immunization clinics. They are instrumental in overseeing and training volunteer nurses on the 
safe administration of antivirals and vaccines which includes properly screening individuals for 
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contraindications to medicines or vaccines. During emergencies, we rely on our public health 
nurses to, ensure that vaccines are distributed efficiently, administered correctly, and are properly 
handled (i.e. refrigerated). We applaud Congress for including funding for nursing workforce 
development programs in the American Recovery and Reinvestment Act of 2009; however, 
additional investments are needed to reduce the serious public health nursing shortage in our state, 
territorial, and local health departments. 

We cannot be complacent. We cannot let our guard down. We must redouble our investment in the 
nation’s public health system. Protecting America’s health and effectively responding to 
emergencies, whether pandemics or terrorist attacks, requires sustained commitment and financial 
support. 
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STATEMENT BEFORE THE AD HOC SUBCOMMITTEE ON STATE, LOCAL, AND 
PRIVATE SECTOR PREPAREDNESS AND INTEGRATION 
COMMITTEE ON HOMELAND SECURITY AND GOVERNMENTAL AFFAIRS 

JUNE 3, 2009 

STEPHEN M. OSTROFF, MD 

Mr. Chairman and members of the subcommittee, let me express my thanks for the 
opportunity to take part in this hearing, and for your taking the time to discuss state and 
local preparedness for public health emergencies like the recently identified novel 
influenza virus. I am Dr. Stephen Ostroff, Director of the Bureau of Epidemiology and 
Acting Physician General of the Pennsylvania Department of Health. I am here 
representing not only public health practitioners throughout Pennsylvania, but also 
epidemiologists nationwide in my capacity as one of the officers of the Council of State 
& Territorial Epidemiologists (CSTE). 

I’ve actually testified to Congress once before on influenza. The last time was before the 
Senate Select Committee on Aging and occurred a few years back prior to my retirement 
fiom the Centers for Disease Control and Prevention. The topic of that hearing was 
protecting the elderly from flu and the focus was to encourage seniors to be vaccinated. 
Of note, one of the other witnesses at that hearing was the CEO of one of the two major 
flu vaccine producers. He too touted vaccination. Less than a week later, his product 
was Withdrawn from the market due to production lapses, abruptly eliminating half of 
that year’s vaccine supply and plunging our public health system into turmoil. 

I tell this story not to reminisce, but as a cogent reminder of the unpredictability and 
volatility of influenza. Uncertainty arises not only from the virus and the disease it 
causes, but also from the availability and utilization of our prevention and control tools, 
including vaccines and antivirals. Just this past flu season the predominant circulating 
strain became resistant to the major antiviral in our pharmaceutical stockpile. There are 
few other diseases that we deal with in public health that are so challenging to predict, 
that so often prove us wrong, and have such profound health consequences. 
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Our current situation is a great example. As you know, for the last several years we’ve 
all been focused on the evolving circumstances of bird flu in the other hemisphere, and 
rightly so. We’ve been watching closely because H5N1 is a new and dangerous virus, it 
causes human disease with fatality rates in excess of 60 per cent, and it has tremendous 
agricultural implications. Over the last few years the experts have virtually all predicted 
that it’s the next pandemic strain. And it still may be. As a result, we’ve built many of 
our flu plans and exercises around the threat of avian influenza. 

And then right in our own backyard, literally at our doorstep, a new flu strain sweeps out 
of nowhere and upsets many of our basic plaiming assumptions, including the possibility 
it would first be detected in animals, how long it would take to get to our shores once it 
appeared elsewhere, what type of disease to watch for, and how best to implement control 
measures such as quarantine and travel restrictions. 

Like our public health colleagues throughout the country, we in Pennsylvania have been 
responding to the evolving situation with the novel influenza virus and adapting our 
planning and response to what we see. When the new flu virus was first identified only 
eight short weeks ago, we quickly established mechanisms to monitor and respond to this 
new public health threat. We’ve been doing so with an array of partners, including those 
at the federal level (primarily the CDC), with our local public health agencies, with our 
state emergency management structures, with other state agencies such as agriculture and 
education, with professional societies, with health care practitioners, with academic 
partners, and with the private sector. Our state is blessed with a number of strong 
academic centers that have been heavily engaged in pandemic modeling and viral studies. 
We also have in Pennsylvania one of the major flu vaccine producers and the 
headquarters of one of the companies making influenza antiviral medication. 

While much of our response was built into our pandemic planning framework, we have 
had to adapt the plans based on the specific circumstances and the perceived threat. In 
Pennsylvania we immediately set up a Department of Health task force consisting of our 
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epidemiology unit, the state public health lab, the unit that operates our district and local 
health departments, our public health preparedness unit, emergency medical services xmit, 
health care facility regulatory unit, and offices of communications, informatics, and legal 
counsel. Within my bureau, the Bureau of Epidemiology, we’ve had an ongoing working 
group with teams specifically devoted to disease surveillance, field investigations, 
responding to clinical inquiries and public inquiries, producing guidelines and 
recommendations, handling infection control issues, community mitigation strategies, 
and laboratory liaison. Right now the epidemiology team meets daily and the 
departmental task force meets several times per week. For this response our departmental 
emergency operations center was partially activated to coordinate activities, update the 
web site, prepare situation reports and other information, triage inquiries, and handle 
issues related to our strategic stockpile. 

Within state government, our emergency management agency organized a statewide task 
force consisting of relevant state agencies and the local and regional emergency 
management agencies. The Department of Health actively participated on this task force 
to share information and assure adequate dialogue. 

The Department of Health organized conference calls and briefings with major medical 
societies in the state (e.g. Pennsylvania Medical Society, pediatricians, hospital 
association, etc) to share information and answer questions. Briefings were also held for 
our legislature, repeated press events were held, and we participated in radio and TV call- 
in programs. These activities were led by our Secretary of Health and Director of 
Emergency Management. CDC’s recommendations were tailored to our state and local 
circumstances and disseminated using the statewide Health Alert Network of over 3,000 
users, plans were established for distribution of material from the stockpile, and specific 
communications were developed for the Department of Education regarding school 
monitoring and closures. 

Crucial for us was the establishment of daily group calls with our local health 
departments, who function as our eyes and ears on the fl-ont line. As a state with large 
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relatively autonomous health departments like those in Philadelphia and Pittsburgh, 
coordination is essential. These calls occurred every morning to share the latest numbers, 
address clusters and special situations, and answer questions and concerns. We have 
required daily reporting of suspected, probable, or confirmed illness from each local 
jurisdiction even if the number is zero, along with hospitalizations for pneumonia, and 
school absenteeism rates. 

Speaking for all of our CSTE membership, we in Pennsylvania have greatly appreciated 
the leadership and support provided by CDC. They acted rapidly to produce guidance 
and recommendations, supported lab testing, coordinated national surveillance efforts, 
conducted special studies, and spearheaded communications to the public. As someone 
who was in a similar role while at CDC during events like SARS, West Nile, and anthrax, 
I frilly appreciate the pressure to perform and the intense public and media scrutiny, 
especially since this has occurred during a time of transitional leadership. The states and 
locals may not necessarily agree with everything coming out of CDC, but we have had 
ample opportunity to provide feedback and share our opinions. These discussions are 
spirited and frank, but our federal partners have listened closely and adjusted strategies 
and tactics based on our feedback. 

The novel flu strain came a bit later to Pennsylvania than other parts of the country. To 
date, we have confirmed more than 200 cases statewide, most of them in the southeast 
around Philadelphia, although our numbers are now increasing more rapidly than they did 
early on. Our disease patterns have been similar to the rest of the country in terms of 
demographics and severity. Unlike other parts of the country which have modified their 
surveillance strategies, in Pennsylvania we continue to do individual case investigations, 
and encourage lab testing in order to identify problem situations, trends in illness, and to 
watch the spread of the virus into still relatively unaffected areas of the state. So far, 
we’ve closed only one school in the state because of virus transmission among the 
children. We’ve also taken advantage of this unique situation by inviting CDC to study 
this episode to assess the patterns of transmission, how long the school children will shed 
the virus to inform national policies on school closure duration, and to assess the 
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economic and social impact of school closure. A CDC team has been onsite now for 
more than two weeks. 

Counting cases of the novel influenza virus has been challenging for epidemiologists 
around the country. For seasonal flu, we do not count individual cases of diseases. The 
numbers are far too large, and there is no individual public health response for most 
cases. Flu surveillance is geared towards identify trends - namely when the disease is 
occurring, how severe it is, which groups are most affected, and which viruses are 
circulating. We only estimate the overall burden of disease through well established 
systems like sentinel physician networks, mortality reporting from a network of city vital 
statistics offices, weekly estimates of activity, and monitoring of lab results of flu testing. 
Efforts to identify and investigate all cases of the novel influenza virus were appropriate 
during the early stages of the outbreak, especially because individualized interventions 
were implemented for these cases. But many of the highly impacted states have 
transitioned away from individual case counting, and are only testing in special 
circumstances, such as severe disease or populations such as health care workers and 
pregnant women. Thus the national case counts are increasingly difficult to interpret and 
should be viewed with caution when assessing disease burden and trends, since different 
states are counting in different ways. 

Many aspects of our response have gone well. We believe our extensive pandemic 
planning efforts have helped to guide our response. Aspects that have gone well include 
risk communications, surveillance and reporting, statewide coordination, and clinical case 
management. 

However, there have been challenges. This outbreak has happened at a difficult time. 
Like most other states, Pennsylvania has significant budgetary challenges, and our public 
health system is equally affected and stressed. We’ve been affected by hiring freezes 
which have left minimal bench strength and have been relying heavily on a small number 
of critical personnel, especially to conduct field investigations and laboratory testing. 
Many other public health priorities, including routine investigations and surveillance 


5 



74 


activities, have been shortchanged to reposition staff to respond to novel influenza virus. 
Laboratory bottlenecks rapidly developed when specimens were being sent to CDC for 
confirmation. Even now our lab struggles to keep pace with the testing workload. These 
stresses have surfaced in the absence of substantial amounts of disease likely to be seen 
during a pandemic. We have not had to deploy stockpile elements, deal with large 
numbers of illnesses overwhelming our health care system, or worker absenteeism 
anticipated during a pandemic, 

No one can predict what will happen in the coming months with this new virus and 
whether any of the above will need to be utilized. We in Pennsylvania, as in all states, 
are presuming that things will get worse before they get better. Either how or in the fall. 
This is a pattern seen in previous pandemics. The best case scenario more people will get 
sick but the severity will not change. However, there’s nothing to say the virus won’t 
evolve, become more virulent, or acquire antiviral resistance like the recent seasonal flu 
strain, rendering our stockpiles of antiviral agents useless. We must also plan for options 
for vaccine and antiviral distribution and administration. 

To do so, we are currently embarking on a formal evaluation of our recent performance in 
order to inform our planning for later this year. We will clearly need to enhance our 
laboratory capacity and better automate our surveillance activities. We also need to 
streamline our monitoring for hospitalizations and hospital utilization, improve our 
mortality reporting, and create better situational awareness. We believe this is achievable 
if adequate resources are available. Our position is that it is better to be over-prepared 
than under-prepared. In this regard, our preparedness funds have been helpful, but do not 
fully cover the needs for optimal influenza surveillance and diagnostics. Also, there was 
little role in the current situation for our emergency management partners, who stood by 
waiting for assignments and activities. However, in a full-fledged pandemic, they will be 
critical to a successful response. We do not want them to think that our planning efforts 
to date were misguided or unnecessary. 
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Influenza is generally considered the prototypic emerging infectious disease. But it is 
only one in a long and continuing line of public health problems. At present we are 
dealing with large-scale foodbome outbreaks, antibiotic resistant pathogens like MRSA, 
and reemerging vaccine preventable diseases like measles and pertussis. A few years ago 
it was vectorbome agents like West Nile and respiratory pathogens like SARS. These 
problems all fall to the same groups of epidemiologists and laboratorians on the frontlines 
at the state and local level. They highlight the need for a robust and flexible disease 
surveillance, investigation and response infrastructure, and the need to build and 
strengthen the public health workforce. Public health is primarily for and about people, 
not databases and computers. Our federal support in these areas has declined 
significantly in recent years and has not been replaced through categorical programs. 
Hopefully this will change. Especially because we have much to do right now and over 
the coming months to meet this new challenge. 
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Subcommittee on State, Local and Private Sector Preparedness and Integration 
Hearing entitled: 

"Pandemic Flu: Closing the Gaps" 

June 3, 2009 

Senator Mark Pryor 
Questions for the Record 

For Mr. John Thomasian. Director. Center for Best Practices. National Governors Association 

1. The Medical Reserve Corps (MRC) program, which is sponsored by the Office of the Surgeon 
General, in cooperation with the Department of Homeland Securities' Citizen Corps, consists 
of community based, locally organized volunteers who donate their time and expertise to 
prepare for and respond to emergencies, supplementing existing emergency and health 
resources. We briefly spoke about this at the hearing, and I’m hoping you can provide further 
details for the record. 

• Do your stakeholders find the MRC a useful resource? 

• Are there drawbacks or limitations with the MRC as presently constituted? 

Medical Reserve Corps is an essential asset to the states for organizing specialized medical 
volunteers— such as doctors and nurses— for an emergency response. In addition, MRC 
organizes non-medical volunteers who can assist with logistics, public messaging, call centers, 
and even financial management and records keeping to facilitate reimbursement for response 
activities through the Stafford Act, MRCs also have been used as a stop-gap measure in local and 
state public health planning to compensate for funding shortfalls in public health departments 
and to augment the workforce during routine public health activities. They also have been used 
to staff call centers to handle excess demand during disease outbreaks. MRC's ability to organize 
and maintain certified, licensed medical volunteers for emergency situations remains a useful 
resource to the states. 

As presently constituted, MRC units are heavily relied upon in pandemic planning to provide an 
ancillary workforce to assist local and state government agencies in mass vaccination and 
prophylaxis planning. Some MRC programs have ensured that their volunteer base is 
independent and available to serve the MRC during an incident. However, many MRC volunteers 
are likely to be called into service at the primary hospitals where they are credentiaied for 
medical practice or at other non-profit organizations where they have made commitments. In 
this sense, their value as a "force multiplier" may be limited during a pandemic, as few 
communities will be willing to part with those assets. 

2. Recommendation Number 13 in the Graham-Talent Commission Report suggested that the 
next administration should work with a consortium of state and local governments to develop 
a publicly available checklist of actions that each level of government should take to prevent 
or ameliorate the consequences of a biological incident, whether man-made or natural. The 
checklist should include adequate support for first responders and health units. Please 
provide suggestions for implementation of this recommendation. 

The Governors Homeland Security Advisors Council, staffed by the NGA Center for Best Practices 
and comprised of the top homeland security official from each state and territory, provides a 
forum through which federal officials can work directly with the states on priority homeland 
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security policies and issues. The development of the "checklist" recommended in the Graham- 
Talent Commission report is the type of activity the governors envisioned when they formed the 
Council within the NGA Center for Best Practices in 2006. The National Homeland Security 
Consortium, managed by the National Emergency Management Association, provides another 
forum for engaging with the homeland security community at the state and local levels. Both 
organizations are appropriate forums for the administration to work through in the 
development of such a checklist. 

Any "checklist" should focus on strategies for enhancing existing WMD terrorism-prevention 
activities rather than on areas where additional financial resources will be required. 

3. Do you have data or recommendations on identification of alternate acute care centers or 
hospitals? How should state and local health officials and health facility owners coordinate 
with the Department of Health and Human Services or the Department of Homeland Security 
for planning alternate sites if a community has not designated or prepared any? 

State pandemic preparedness plans developed with guidance from the Centers for Disease 
Control and Prevention in many cases include annexes or chapters focused on the identification 
and establishment of alternative care facilities. The Agency for Healthcare Research and Quality 
has published an issue brief discussing various aspects of alternative approaches to providing 
mass care during pandemics or bioterrorism events, and this guidance has been incorporated by 
several state and local agencies. A number of other jurisdictions, however,.have decided against 
the use of alternate care sites due to the difficulty of adequately staffing, supplying, and 
providing adequate medical care using appropriate infection control procedures in those 
settings. 

States or communities that have not yet designated alternative care facilities should do so 
according to the guidance provided by federal agencies, including HHS and DHS, and should be 
encouraged to reference models used by other states, including the Rocky Mountain Regional 
Care Model. They also should keep in mind that any ancillary or alternate care facility will 
require medical professionals and administrative personnel to provide staffing; this could affect 
the availability of Medical Reserve Corps volunteers or, conversely, contribute to the need for 
MRC teams in a given community. The sites will have to be adequately supplied during a time 
when inventories are likely to be low and supply chains likely to be stressed. In addition, ad hoc 
care facilities established in community centers, high-school gymnasiums or other non- 
traditional settings must address questions involving acceptable standards of care, liability, 
accreditation, insurance coverage, etc. 

4. Can you provide suggestions or best practices for enhancing the Department of Homeland 
Security's Office of Infrastructure Protection’s Critical Infrastructure Coordinating Council 
(CICC) efforts to integrate the private sector into pandemic planning? 

The individual sectors appear to be working independently through the CICCs to develop 
pandemic-related contingency and continuity plans and guidelines. We are unaware, however, 
of any multi-sector effort led by DHS or the Office of Infrastructure Protection (OIP) to develop 
cross-cutting guidance that would result in a consistent approach to workforce policies, 
interaction and coordination with federal and state agencies, and fuller integration of the 
private sector into pandemic planning and response. The DHS Office of Health Affairs is 
spearheading the department's pandemic preparedness activities and should be encouraged to 
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work closely with OIP to more fully integrate the private sector into plans and policy 
development. 

We also recommend convening cross-sector working groups, perhaps under the auspices of the 
State, Local, Tribal and Territorial Government Coordinating Council, to facilitate cross-sector 
coordination and to enhance the integration of the private sector with plans and response at the 
state and local levels. 

5. The Government Accountability Office, the Association of State and Territorial Health 
Officials, and the National Governors Association (NGA) all mention the need to improve 
disease surveillance and information sharing among federal and state entities. On May 18, 
2009, the NGA's Center for Best Practices held a roundtable discussion to identify best 
practices for sharing public health information with state fusion centers and the greater 
homeland security community. When it is completed, please provide a copy of the issue 
paper to the Subcommittee. 

We will be happy to do so. The issue brief currently is being drafted. We expect to make it 
publicly available later this summer and will provide with an advanced copy. 

6. A February 2009 GAO report (GAO-09-334) recommends that the Department of Homeland 
Security (DHS) and the Department of Health and Human Services (HHS) convene additional 
meetings of the states in the five federal influenza pandemic regions to help address gaps in 
their planning. DHS and HHS have indicated that no additional meetings are planned, although 
states must continuously update their plans and submit them for review. In 2007 and early 
2008, NGA and the Association of State and Territorial Health Officials (ASTHO) held 
workshops to identify gaps and allow peers to work together before a real pandemic occurs. 
If requested by DHS and HHS, could NGA and ASTHO facilitate more workshops this summer 
before the fall/winter flu season occurs? 

Yes. The NGA Center has proposed a series of activities, including workshops and workgroups, to 
the Department of Homeland Security. The activities are designed to enhance state pandemic 
preparedness in a number of areas, including continuity of operations planning, implementation 
of community mitigation strategies, and the development of effective public engagement 
programs. The NGA Center also is proposing to convene a national influenza conference this fall 
to provide an opportunity to share information and, if necessary, to "recalibrate" the nation's 
response to the MINI virus to reflect the data and information developed since the 
administration's July 9 Flu Summit. 

We currently are working with DHS to identify the resources that will allow us to more fully 
engage with the states in preparing for a resurgence of the HlNl pandemic this fall. 

7. The National Governors Association has noted that states generally have less than adequate 
awareness of the status of disease outbreaks. The Department of Defense’s Northern 
Command provides some disease modeling capability, and some states are using pilot disease 
surveillance and modeling systems. Are you aware of surveiliance, modeling, and information 
sharing systems that could be used to enhance disease situational awareness? Please provide 
information relevant to these capabilities. 
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state officials rely on a variety of reporting mechanisms from local and regional authorities to 
develop an accurate picture of the disease situation in their states, track the spread of the 
outbreak and optimize the use of scarce health and medical resources. Data contributing to an 
accurate situational awareness for public health incidents includes up-to-date information on 
the statewide inventory of pharmaceuticals; symptoms and syndromes reported by local public 
health agencies; the availability of staffed hospital beds in the state; and information on 
outbreaks and responses in neighboring states. State capabilities, however, vary in this area 
although several states are employing quite sophisticated systems. 

The growing use of Geographical Information Systems (GIS) to map the locations of hospitals, 
pharmacies and other assets has immediate applications during a pandemic or other public 
health emergencies. Additional GIS information would contribute to an overall pandemic 
situational awareness could include the location of closed schools, data on the availability of 
food, gasoline and other essential goods and services, public safety {fire, police, EMT, etc.) 
personnel strength. 

Alabama's well-known GIS-based situational awareness tool, known as "Virtual Alabama," 
allows users to load their own data to create "layers" of information on a shared, statewide 
mapping database The tool allows state officials to streamline the delivery of emergency 
medications to the public by allowing them to view, for example, the route of every highway, 
the site of every transportation choke point, and the location of every gas station between 
Strategic National Stockpile (SNS) shipment receipt and storage sites and local points of 
dispensing for emergency anti-viral medications. 

North Carolina, meanwhile, develops its situational awareness through the "NC DETECT" 
program, which incorporates data from numerous sources to develop an overall picture based 
on unusual patterns of activity. Reporting at least daily, NC DETECT utilizes data from: 

• Emergency room reporting of certain symptoms or illnesses; 

• Poison control centers; 

• EMS dispatch patterns; 

• Wildlife; and 

• Veterinarian data. 

Each data pool reports pre-determined trigger symptoms to NC DETECT. Using algorithms 
developed by the CDC, the data is analyzed and alerts are made once the collective symptoms 
reach a threshold for concern. For example, poison control centers report not just on exposure 
to chemicals, but on "clinical" symptoms— the result of adverse effects of a medication, for 
example— that can include cardio, dermal, gastro-intestinal, fever, neurological, or respiratory 
ailments. A surge in any category, measured against other data points, might indicate an 
incident is occurring. 

North Carolina also uses its situational awareness tool during the response phase. Poison 
control centers have been designated to be the principal information source for adverse 
reaction advice once antiviral medications are administered to the public. The state's Poison 
Control Center collects data on the adverse effects or ineffectiveness of the antivirals in the 
public, which can be used by decision makers to determine whether to continue distributing the 
medication. 

Finally, New Jersey manages multiple public health and emergency management resources 
through "Hippocrates," the state's web-based situational awareness portal. Hippocrates is a 
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high-level knowledge management and information brokerage system that incorporates GIS 
layering technology to present an operational picture of state public health before, during, and 
after an incident. The system combines real-time data on the location of EMS crews, the 
availability of hospital beds, and medical supply inventories with other web-based data streams, 
including weather, traffic, and plume models. This information is shared throughout the 
emergency preparedness community to facilitate a more efficient and effective response. 

More importantly, "Hippocrates" is used by agencies outside of public health, including the New 
Jersey State Police, the regional U.S. Department of Health and Human Services office, and 
external health associations, allowing the situational awareness developed by the public health 
sector to be incorporated into a regional situational awareness that can inform decision-making 
and incident command. 

We anticipate that state surveillance capabilities will grow as electronic health information 
exchange is implemented in the next several years. 

8. Federal Executive Boards (FEB) were created by President Kennedy in a 1961 Directive, as a 
forum for communication and coilaboration among federal agencies outside of Washington 
O.C. GAO report (GAO-09-334) recommends that federal coordinating mechanisms like the 
FEBs could be better utilized for incidents like a pandemic. The Homeland Security Committee 
discussed the FEBs in hearings heid in September 2007 and June 2009. Further, Senator 
Voinovich and Senator Akaka are sponsoring a bill, S. 806 in the 111"' Congress, to provide 
statutory standing and funding for the boards. How does NGA coordinate with the FEBs? Any 
recommendations for the FEBs? 

The National Governors Association has not coordinated directly with the Federal Executive 
Boards. The boards operate at the local level and coordinate directly with state and local 
officials in their service regions. 

The NGA recognizes the value that the FEBs could provide in coordination, communication, and 
capacity building. We recommend that as the FEBs develop a more-formal emergency 
preparedness role they be engaged as a full partner in all state-federal planning and 
preparedness activities, including exercises. The number of federal agencies directly involved in 
emergency response or in providing support to state and local officials requires that roles and 
responsibilities be clearly defined and tested prior to an event. In particular, the FEB's role as it 
relates to the Principal Federal Official for each region must be clarified. Agencies at the state 
and local level are accustomed to working with specific agencies (FEMA, DOE, DOD, etc.). The 
role of the FEBs in relation to those specific agencies also must be made clear to avoid 
unnecessary confusion during an event. 

9. Are you aware of training facilities belonging to the federal government or volunteer 
organizations, such as the American Red Cross' Clara Barton Center for Domestic 
preparedness at Pine Bluff, which could be ramped up to train health care personnel/ 
volunteers in the event of a pandemic? 

We are aware of a few federal facilities that provide pandemic specific training to the first 
responder community. They include FEMA's Emergency Management Institute in Emmitsburg, 
MD, which has a pandemic-related curriculum and DHS' Center for Domestic Preparedness in 
Anniston, AL, which offers a three-day pandemic preparedness course. Other federal agencies. 
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including CDC, offer training courses in pandemic preparedness, but are not "facilities" akin to 
the Pine Bluff Center. 

10. Please describe the actual and potential types of interaction, if any, that members of your 
organization have had with the Metropolitan Medical Response System (MMRS). Were any 
difficulties encountered during the past interactions? 

MMRS serves a coordination role among first responders, medical and mental health personnel, 
emergency management, business, public health, and volunteers. Their primary focus has been 
in response to incidents involving weapons of mass destruction; as a result, MMRS has not 
played an active response role in the communities it serves. However, MMRS does contribute to 
the development of plans, conducts training and exercises, and acquires pharmaceuticals and 
personal protective equipment for the regions It serves. Overall, the MMRS serves as a lifeline 
for communities to maintain response capabilities with existing resources in the first hours of an 
incident until outside resources can arrive. 

MMRS also serves a vital training and exercise role to keep localities prepared not just for WMD, 
but for all hazards that can occur in a community. For example, MMRS is involved with planning 
and response programs for the Louisville Metro Jefferson County Crisis Group in Kentucky, and 
works with federal, regional, state and local response partners to execute FEMA, DHS and CDC 
sponsored exercises and training in that region. 

We are unaware of any significant difficulties encountered by governors during past interactions 
with the MMRS. 

11. GAO'S report (GAO-09-334) notes that although state and local jurisdictions will play crucial 
roles in preparing for and responding to a pandemic, they were not directly involved in 
developing the National Pandemic Strategy's National Pandemic Implementation Plan. Please 
identify the entities that you think should be included in an ongoing working relationship to 
develop further pandemic preparedness and response guidance. 

Pandemics, like most natural disasters, will be handled primarily at the local level with assets 
and resources flowing down from states, regions and the federal government as appropriate. As 
a result, agencies and organizations from the local and state levels and from the private sector 
should be engaged in developing preparedness and response guidance. A sampling of those 
groups includes: 

• The Association of State and Territorial Health Officials 

• The National Association of City and County Health Officials 

• The US Conference of Mayors 

• The National Governors Association 

• The Governors Homeland Security Advisors Council 

• The National League of Cities 

• The National Congress of Parents and Teachers (National PTA) 

• The National Emergency Management Association (NEMA) 

• The National Homeland Security Consortium 

• The U.S. Chamber of Commerce 

• Business Executives for National Security (BENS) 
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• The International Association of Chiefs of Police 

• The International Association of Fire Chiefs 

• The National Sheriffs Association 

Obviously, involving every group in the development of every guidance document is 
unreasonable. We recommend that the makeup of working groups should reflect the 
communities or interests affected by the guidance in question. For example, guidance on school 
closures should be developed cooperatively by public health and education organizations and 
officials with meaningful participation by parent and teacher organizations (the National 
Congress of Parents and Teachers), and state and local associations including the National 
Governors Association, the US Conference of Mayors, the National League of Cities, and others. 
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Subcommittee on State, Local and Private Sector Preparedness and Integration 

Hearing entitled: 

“Pandemic Flu: Closing the Gaps” 

June 3, 2009 

Senator John Ensign 
Questions for the Record 

For Dr. Paul Jarris. Executive Director: The Association of State and Territorial Health 
Officials 


1. What steps do you feel are necessary to manage a successful immunization campaign at 
the State level? Do you feel that the nation is prepared to manage such a campaign? 

As stated in my testimony on June 3"*, the governmental public health system (federal, state, 
territorial, and local) is front and center as we prepare for, respond to, and recover from 
disease outbreaks, including pandemics. Managing a successful immunization campaign of 
the magnitude required by an influenza pandemic requires immense coordination, 
collaboration, and cooperation among all levels of government, the private sector, and the 
public. Since pandemic influenza funding was initially appropriated in 2005, states and 
territories have exercised their pandemic influenza operational plans as well as their mass 
vaccination plans. These exercises have served to develop public health personnel with roles, 
responsibilities, and procedures for vaccinating the population, and assist them in identifying 
gaps in plans. These plans are continuously revised and improved based on these exercises. 

The outbreak of HlNl, however, has forced public health officials to reassess these plans. 
Assumptions were that a novel influenza virus would appear first in animals and then in 
humans overseas, providing the United States with time to prepare for its arrival. However, 
the virus we are dealing with was first identified in North America. Federal, state, territorial, 
and local governments have collaborated to adapt planning and response activities to 
appropriately address the current epidemic. As we continue to work together to monitor and 
respond to ongoing infections and deaths, federal, state, territorial, and local governments are 
working feverishly to refine mass vaccination plans to best support the current and evolving 
circumstances. 

While we await the availability of an effective vaccine against the novel HlNl virus, states 
are working with the federal government to prioritize initial shipments of vaccine and 
develop procedures for how best to distribute it. Hindering this process are two issues that 1 
mentioned in my previous testimony: available funding and a reduced workforce. Stale, 
county and municipal budget shortfalls have resulted in the loss of over 1 1,000 public health 
workers in the past year, and additional job losses are expected during the remainder of this 
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year. Previous federal investments made possible the effective federal, state, territorial, and 
local response to HlNl virus this spring. ASTHO thanks Congress for putting in place 
emergency supplemental funding for Novel HlNl planning and response in FY2009. The 
Public Health Emergency Response (PHER) Cooperative Agreement funding, along with 
CDC’s offer of direct assistance, will certainly prove helpful in preparing for the fall. The 
more recent Preparatory Phase Contingency Funds will help boost health departments’ ability 
to have the resources they need to jump-start an immunization campaign. 

A national vaccine campaign will be immense and require efforts never seen before. State 
public health departments are working with local governments, health care and the private 
sector so that there are people to provide the vaccine throughout the state, as well as 
developing massive educational campaigns to advise the public to receive both the HlNl flu 
vaccine and the seasonal flu vaccine this year. Never before has the United States attempted 
to conduct a vaccination campaign on this scale, and many unknowns remain as we prepare 
for the fall, such as the number of doses required, the quantity of available vaccine and the 
extent of public demand for vaccination. As we work towards addressing the unknowns that 
we can control, and await the outcome of those we cannot, we must plan to maximally 
protect the public’s health and our nation’s infrastructure. Vaccinating the entire population 
will require a vast and competent workforce supported by robust operational capability. 

The nature of a pandemic is such that we can expect a third wave to occur, even before we 
have seen the second wave subside. It is possible that the campaign will extend well into 
2010. This means the nation should maintain the capabilities - workforce, vaccination sites, 
and resources - to continue vaccinating the public and keep them educated about the realities 
and uncertainties involved in pandemic planning. This requires dedicated funding for a long- 
term response. 

State and territorial health departments have been diligent in their planning and preparedness 
activities. Public health has not followed the belief of if a pandemic will happen, but has been 
functioning on the premise of when a pandemic will happen. We are committed to working 
across all levels of government to better protect the public. 

2. There has been discussion about closing the border should the situation merit it. Have 
border state public health officials been given a voice in the decision on whether or not 
to close the border? Do you think that you should play a role in that decision? 

The Centers for Disease Control and Prevention convened regional meetings in May 2008 to 
discuss the Risk-Based Border Strategy approach. Issues raised at that time include but are 
not limited to: 

• What are the responsibilities of state and local public health? Who is responsible for 
providing resources? Our understanding is that federal assets will be provided for 
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screening, and we recommend these protocols be in place before widespread 
transmission. 

In the spring outbreak of H INI, many state public health departments, in partnership with 
their governors, released statements advising the public on how to assess the prudence of 
previously scheduled trips out of state. 

ASTHO has been actively involved in this issue with its members and the federal 
government, and convened a meeting in March 2008 to discuss the Draft US. Aviation Entry 
Screening Concept of Operations (CONOPS) for travelers during a severe influenza 
pandemic. ASTHO also assisted CDC in conducting five regional meetings on the Risk- 
Based Border Strategy, and updated state and territorial health officials on the results of all 
six meetings. 

ASTHO functions as the collective voice for the public health officials of all 50 states, the 
District of Columbia, and six territories, and facilitates communications between those 
members and the federal government. Protecting the public from communicable diseases via 
border protection requires an integrated public health approach and states must be involved. 
ASTHO recently initiated a project with the CDC’s Division of Global Migration and 
Quarantine to support state and territorial border control and quarantine planning for 
pandemic influenza to formulate guidance documents and address policy issues. ASTHO 
plans to continue assisting its members with this complex decision. 

3. During the outbreak, public health officials were called in to examine people that were 
flagged at border crossings or airports. Were the lines of authority clear between the 
Centers for Disease Control and Prevention (CDC) and the Department of Homeland 
Security (DHS)? 

DHS has primary authority in border protection; however, the Secretary of Health and Human 
Services has statutory authority, through CDC, for preventing the entrance of communicable 
diseases into the United States. CDC advises DHS personnel on how to identify passengers who 
may need to be quarantined. During the HlNl response this spring, CDC briefed the public and 
released travel guidance on the CDC website. DHS provides status reports on border restrictions 
related to health issues on their website while also providing links to CDC’s website. In 
preparation for the anticipated escalation of HlNl this fall, CDC and DHS need to ensure that 
their roles are clearly defined in controlling influenza transmission at US borders and airports, as 
well as ensure that state public health roles and responsibilities are delineated. It is imperative 
that public health maintain its position as expert regarding health protection. 
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Subcommittee on State, Local and Private Sector Preparedness and Integration 
Hearing entitled; 

"Pandemic Flu: Closing the Gaps" 

June 3, 2009 

Senator Mark Pryor 
Questions for the Record 

For Dr. Stephen Ostroff. Director. Bureau of Eoidemioloev. Pennsylvania Department of Health 

1. The Medical Reserve Corps (MRC) program, which is sponsored by the Office of the Surgeon 
General, in cooperation with the Department of Homeland Securities' Citizen Corps, consists of 
community based, locally organized volunteers who donate their time and expertise to prepare 
for and respond to emergencies, supplementing existing emergency and health resources. We 
briefly spoke about this at the hearing, and I'm hoping you can provide further details for the 
record. 

• Do your stakeholders find the MRC a useful resource? 

• Are there drawbacks or limitations with the MRC as presently constituted? 

Like most states, Pennsylvania finds the Medical Reserve Corps (MRC) to be a very 
valuable resource that can be drawn upon during federal, state, or local emergencies and 
disasters. The MRC provides important surge capacity, especially when services are 
disrupted or persotmel displaced. However, the MRC is less likely to be useful during an 
infectious disease outbreak of the nature of pandemic influenza in the coming months. 
First, medical surge will likely be needed for a period of weeks to months, not days to 
weeks. Second, disease is likely to be widespread in many areas at the same time, 
making it less likely there will be an abundant supply of excess personnel able to be 
moved to areas of higher need. In addition, available practitioners will likely to be in 
high demand in their usual area and will not be able to drop other responsibilities to work 
through the MRCs. 

2. Recommendation Number 13 in the Graham-Talent Commission Report suggested that the next 
administration should work with a consortium of state and local governments to develop a 
publicly available checklist of actions that each level of government should take to prevent or 
ameliorate the consequences of a biological incident, whether man-made or natural. The 
checklist should include adequate support for first responders and health units. Please provide 
suggestions on implementation for this recommendation. 

Every biological incident (whether man made or natiual) is unique due to the agent 
involved, and the response must be tailored to those circumstances. However, there are 
clearly commonalities in the types of actions necessary to respond to a biological 
incident. These include the need for disease surveillance, field investigations, laboratory 
diagnostics, clinical support, infection control, community mitigation, decontamination, 
and communications. Under the National Incident Management System (NIMS) 
handbooks and checklists have been developed that help emergency responders organize 
their activities. It should be similarly possible to bring together public health and clinical 
personnel to develop standardized tools for biological incidents. Possibly this could be 
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done under the auspices of a federal advisory committee such as the National Biodefense 
Science Board. 

3. Do you have data or recommendations on identification of alternate acute care centers or 
hospitals? How should local health officials and health facility owners coordinate with the 
Department of Health and Human Services or the Department of Homeland Security for 
planning alternate sites if a community has not designated or prepared any? 

Every community should include planning for alternate care sites should they be 
necessary during a public health emergency, either because their facilities are unavailable 
or there is a need for medical surge capacity. In Pennsylvania, every county has 
undertaken planning in this arena. And the state has obtained a number of portable field 
hospitals to function as backups. The optimal way to coordinate these activities with 
both DHHS and DHS is through existing mechanisms, such as the Hospital Preparedness 
Program operated through the Assistant Secretary for Preparedness and Emergency' 
Response, which target funding for such purposes. This is far preferable to creating new 
mechanisms. 

4. Can you provide suggestions or best practices for enhancing the Department of Homeland 
Security's Office of Infrastructure Protections' Critical Infrastructure Coordinating Councils' (i.e. 
Sector Councils and Government Councils) efforts to integrate the private sector into pandemic 
planning? 

The DHS Critical Infrastructure Partnership Advisory Councils appear to incorporate a 
wide array of stakeholders. In some instances these are individual private sector entities, 
but in many cases these are representative associations or organizations. Such 
associations are likely in the best position to assure their membership and interests are 
best represented, and I would encourage working with and through these associations to 
identify appropriate representation, either at the national level or through equivalent state 
entities. 

5. The National Governors Association has noted that states generally have less than adequate 
awareness of the status of disease outbreaks. The Department of Defense's Northern 
Command provides some disease modeling capability, and some states are using pilot disease 
surveillance and modeling systems. Are you aware of surveillance, modeling, and information 
sharing systems that could be used to enhance disease situational awareness? Please provide 
information relevant to these capabilities. 

Most states have developed systems to conduct real-time disease surveillance, as required 
under preparedness funding provided to states through DHHS. In Pennsylvania, we use 
the RODS (real-time outbreak detection system) in collaboration with the University of 
Pittsburgh. This system collects data streams from a variety of settings to provide 
situational awareness of disease syndromes (including data on emergency department 
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visits, pharmacy data, etc). Such relatively non-specific information, when coupled to 
more specific disease reports and lab testing, provide a relatively comprehensive picture 
of the patterns of illness throughout the state. These systems have proven quite valuable 
in the current outbreaks related to pandemic influenza. Efforts are underway to make 
such syndromic systems even more comprehensive by incorporating other data streams or 
sources, especially with the advent of electronic health records. However, to be useful 
such sources would require validation and assure a reasonable signal to noise ratio so that 
state resources are not distracted chasing down high numbers of false signals produced by 
the data. 

6. Federal Executive Boards (FEB) were created by President Kennedy in a 1961 Directive, as a 
forum for communication and collaboration among federal agencies outside of Washington D.C. 
GAO report (GAO-09-334) recommends that federal coordinating mechanisms like the FEBs 
could be better utilized for incidents like a pandemic. The Homeland Security Committee 
discussed the FEBs in hearings held in September 2007 and June 2009. Further, Senator 
Voinovich and Senator Akaka are sponsoring a bill, S. 806 in the 111*'' Congress, to provide 
statutory standing and funding for the boards. Do you have any experience with the FEBs? Any 
recommendations for the FEBs? 

Although I worked for a federal agency (the Centers for Disease Control and Prevention) 
not located in Washington DC for more than 20 years, and for two additional years for 
DHHS in Honolulu Hawaii, I have no direct or indirect experience with the Federal 
Executive Boards. I have also not interacted with them since arriving in Pennsylvania in 
2007. However, improved coordination among federal agencies at the local or regional 
levels, strikes me as a very useful endeavor, since there are times they can act in less than 
coordinated fashion. My only recommendation is that they should coordinate their 
activities with state and local officials to be most effective. 

7. Are you aware of training facilities belonging to the federal government or volunteer 
organizations, such as the American Red Cross' Clara Barton Center for Domestic preparedness 
at Pine Bluff, which could be ramped up to train health care personnel/ volunteers In the event 
of a pandemic? 

Ideally, training for pandemic influenza should be done locally. The skills needed to 
address illness during a pandemic are not especially different from routinely provided 
healthcare. There may be benefit to training volunteers and medical personnel on mass 
dispensing of medications or vaccines, but this could also be conducted through local 
exercises rather than at specific facilities. 

8. Please describe the actual and potential types of interaction, if any, that members of your 
organization have had with the Metropolitan Medical Response System (MMRS). Were any 
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difficulties encountered during the past interactions? Did you include the MMRS in your 
Pennsylvania State-wide task force of public health and emergency response partners? 

In Pennsylvania, both Pittsburgh and Philadelphia participate in the MMRS. MMRS 
resources have been used predominantly to bolster and support existing infrastructure, 
particularly related to the emergency medical response system and the hospital settings, 
as opposed to creating parallel or stand-alone systems. Therefore MMRS has not been 
directly represented in task forces and planning around pandemic influenza, but rather 
has participated through the supported partner organizations. 

9. GAO's report (GAO-09-334) notes that although state and local jurisdictions will play crucial 
roles in preparing for and responding to a pandemic, they were not directly involved in 
developing the National Pandemic Strategy's National Pandemic Implementation Plan. Please 
identify the entities that you think should be included in an ongoing working relationship to 
develop further pandemic preparedness and response guidance. 

Since any national plan must be implemented through state and local jurisdictions, they 
should play an integral role in the development and review of such plans to assure they 
can be appropriately executed. However, it is not possible to have all 50 states and/or 
3000 local health departments individually participate in such planning efforts. Rather, 
planners should act through relevant stakeholder organizations to assure appropriate 
representation. In the public health arena, this would involve the Association of State and 
Territorial Health Officers, Association of Public Health Laboratories, Council of State 
and Territorial Epidemiologists, and National Association of City and County Health 
Officers. 
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Subcommittee on State, Local and Private Sector Preparedness and Integration 

Hearing entitled: 

“Pandemic Flu: Closing the Gaps” 

June 3, 2009 

Senator John Ensign 
Questions for the Record 

For Dr. Stephen Ostroff, Director. Bureau of Epidemiology: Pennsylvania Department 
of Health 

1 . Approximately 36,000 people die as a result of seasonal influenza each year. At the start of 
flu season in the fall, you will not only have to monitor seasonal flu, but also potentially a 
more potent strain of HlNl . Can you discuss the challenges to monitoring two simultaneous 
outbreaks? 

The coming 2009-2010 influenza season will indeed be unusual and complicated. When the 
novel influenza strain was identified in April 2009, the winter influenza season was largely 
over. Initially, some disease caused by seasonal strains was identified, but since mid-May, 
virtually all confirmed illness has been caused by the new influenza virus. This has made it 
relatively easy to monitor the situation without overtaxing epidemiologic and laboratory 
resources. This will change in the fall when seasonal strains are likely to return. It will be 
important to know when and where the various strains are circulating, the age groups 
affected by each of the strains, and how severe is disease associated with each strain. The 
pandemic strain may continue to mainly affect younger age groups, while the seasonal strains 
may mostly affect the elderly. This is important not only to target prevention and control 
efforts (such as antiviral medications) but to evaluate the need for, and success of, prevention 
measures such as vaccine. Unfortunately, at the present time very few states have sufficient 
laboratory capacity to monitor virus strain types and antiviral resistance patterns. Such 
capacity will need to be developed in the coming months. 

2. You mention the limited role of emergency management partners during the latest outbreak. 
What role do you see them playing? 

During the first wave of disease due to pandemic influenza, the role of emergency 
management partners was indeed limited. This is because disease was relatively mild, and 
there was no need to activate aspects of pandemic response such as medical surge, 
widespread distribution of antiviral medications, vaccination clinics, and large scale 
community mitigation. These are all areas where in most states the emergency response 
infrastructure will be vital to accomplish these activities. Should it be necessary to do any of 
these things in the fall and winter, emergency management would be a crucial partner. It is 
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important that they not be complacent about pandemic influenza based on their relative lack 
of involvement in the response last spring. 

3. The World Health Organization (WHO) recently moved to Pandemic Phase 6 (indicating that 
a global pandemic is underway). There is some concern that these phases can be misleading, 
since they only represent the spread of the disease and not the strength of the disease. How 
do you feel the WHO scale impacts public perception of a pandemic? 

The WHO pandemic phases were indeed built on a model of severe disease and did not 
adequately consider a situation where a novel influenza strain emerges but does not produce 
especially severe disease. The WHO pandemic phase did not greatly influence planning or 
response efforts in the United States, but this is because disease appeared here early and was 
well entrenched at the time of the WHO designation. If the situation had been different and 
disease first appeared elsewhere, the designation would likely have influenced preparedness 
activities here. As WHO has already recognized, future pandemic phasing will incorporate 
additional factors when arriving at pandemic threat levels. However, even in the present 
situation, the WHO phase 6 designation did afford public health authorities another 
opportunity to educate the public about the importance of developing household self-reliance 
plans should more severe waves of disease occur in the coming months. 



92 


^ho” n^cho 




Anticipated Cost for Novel HlNl Vaccine Administration 

June 2, 2009 


The Association of State and Territorial Health Officials (ASTHO), the National Association of County and 

City Health Officials (NACCHO), and the Association of Immunization Managers (AIM) calculate that the 

cost to state and local public health agencies for administering the novel HlNl vaccine will be $15 per 

dose, excluding the cost of vaoJne and medical supplies. Accordingly, the cost to vaccinate the entire 

U.S. population, assuming two doses per person, will be at least $9 billion. 

Several sources were used to develop this calculation: 

• Costs of past mass seasonal influenza vaccination clinics ranged from $10 to $25 per dose, according 
to data received from 11 diverse state health agencies.' 

• Visiting Nurse Associations estimate their costs average $17 per vaccine dose, where they 
administer at least 5,000 vaccines. 

• Medicare reimburses influenza vaccine administration costs at an average of $18. 

• Private sector reimbursement for influenza vaccine administration costs averages $18 to $20 

$15 per administered dose is a conservative figure for the true cost of administering the vaccine. 

• Compensation for a private workforce is not fully accounted for in the $15 calculation. During an 
extended vaccine campaign, the majority of the vaccine clinic workforce will consist of private sector 
employees, including contract nurses, visiting nurses, and healthcare nurses. They will be hired 
under contract specifically for the campaign and reimbursed at the private market rate, which will 
also Include overtime pay. 

• Some efficiencies were assumed, making the number lower than the $18 Medicare reimbursement 
or the $18 to $20 private sector reimbursement. However, clinics would be held on weekends and 
evenings, resulting in increased operating costs. Additionally, many doses may not be administered 
in true "mass vaccination” settings. Other offsets include additional and necessary costs associated 
with traffic control, site and vaccine security, other clinical services such as mental health 
counseling, and public education services at publicly run mass vaccination clinics. 

• TTie $15 calculation does not include the cost to purchase any medical supplies, although current 
plans are for the federal government to supply needles and syringes only. State and local health 
agencies will be required to purchase other necessary supplies such as alcohol swabs, bandages, and 
gloves. 

• The $15 calculation also does not include the cost of tracking the vaccines administered, maintaining 
reminder/recall systems to ensure second doses are administered, or following up with individuals 
who experience an adverse event. 


' State data was received from AK, CO, ID, Mi, NC, NH, NY, OH, SC, TX, and WV. 
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